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CALL TO ORDER AND ROLL CALL

Meeting called to order at 10:06 am by Vice Chairman Charles Valentine.

Candice Hilton called roll and announced quorum.

Dr. Nick Johnson, associate Medical Director for Methodist, welcomed everyone to the facility.
ADOPTION OF MINUTES

A motion was made by Commissioner Mackey to table the minutes from the April 25, 2014 meeting.
The motion was seconded by Commissioner Lockard. The motion passed to table the minutes until
the next meeting.

A motion was made by Commissioner Mackey to amend the minutes from the December 20, 2013
meeting to reflect Primary Instructors in the motion original motion in regards to the attendance of
the PlTraining Institution updates. The motion was seconded by Commissioner Zartman. The
motion passed.

A motion was made by Commissioner Mackey to include splinting of extremities excluding traction
splinting to the Emergency Medical Responder scope of practice. Splinting was excluded from the
previously approved EMR skills. The motion was seconded by Commissioner Zartman. The motion
passed.

INDIANA DEPARTMENT OF HEALTH

Mr. Art Logsdon asked for the Commission to approve the following ACS in process hospitals:
Good Samaritan Hospital of Vincennes
Community Hospital of Anderson

A motion was made by Commissioner Zartman to approve both hospitals to be ASC in process
hospitals. The motion was seconded by Commissioner Lockard. The motion passed.

Commissioner Lockard asked how many hospitals are currently approved to be “in process”. Mr.
Logsdon stated that there are currently six ‘in process” hospitals.

Mr. Logsdon began a discussion regarding a midterm reporting process for the “in process’
hospitals. The Health Department wants to make sure that at the one year mark the hospitals are
on track. Commissioner Olinger asked if the Commission has the authority to grant Mr. Logsdon'’s
request. Legal Counsel Mara Snyder suggested Commission staff send a letter requesting the
progress of the hospital be sent to the Indiana Department of Health. She also stated that if the
hospitals do not respond they will need to answer to the Commission as to why they didn't
respond.

A motion was made by Commissioner Olinger to have staff draft and send a letter requesting a
report on the progress at the one year mark for the “in process” hospitals. The motion was
seconded by Commissioner Hamilton. The motion passed.

Mr. Art Logsdon reported out regarding the data report (see attachment #1).
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EMS FOR CHILDREN REPORT

Ms. Candice Hilton reported the following information for Gretchen Huffman:

The recommendations for equipment on ambulances have changed and Ms Huffman is
reanalyzing the data we collected and will present it at the next meeting.

TECHNICAL ADVISORY COMMITTEE

Technical Advisory Committee Chairman Leon Bell presented the Technical Advisory Committee
recommendations:

1. Advance EMT continuing education-
The TAC reviewed their previously recommended continuing education requirements of 72
hours. After reviewing all the information that the TAC could find regard the continuing
education hours for the National Registry they could not find anything that said there would
defiantly be changes to the categories or hours for the National Registry requirements. The
TAC is staying with their original recommendation (see attachment #2) regarding the AEMT
continuing education hours and make it effective July 1, 2014.

A motion was made by Commissioner Zartman to accept the TAC’s recommendation. The motion
was seconded by Commissioner Hamilton. Discussion followed regarding the emergency rules and
the current requirements. Commissioner Zartman amended his original motion to take out July 1%t
and add when the emergency rules become final. The amendment was seconded by Commissioner
Hamilton. The motion passed.

2. Proposed rules and regulations for the Advance EMT Provider Organizations (see attachment
#3).
A motion was made by Commissioner Olinger to table the proposed rules and regulations for the
AEMT Provider Organization level until the August meeting to give the Commission members time
to review the documents. The motion was seconded by Commissioner Zartman. The motion
passed.

3. Primary Instructor Manual

TAC Chairman Bell reported on the discussion, findings, and recommendations from the TAC
to the EMS Commission in regards to the Primary Instructor Manual. After some research the
TAC found that the Commission had voted and approved the mandating of attendance for the
PI/TI updates but had not voted on the manual itself. The TAC divided the manual into four
sections. The TAC endorses the paid representative system in Indiana but recognizes that
funding has to be found for the program first. There are things in section one of the manual
that will need rules written therefore the TAC is recommending that a specialized sub group be
formed to look at section one of the manual. Section 2 of the manual deals with the
psychomotor examination process. The TAC is recommending the adoption of Section 2 as
reviewed and revised by the TAC (see attachment #4).

A motion was made by Commissioner Zartman made a motion to create the group for reviewing
section 1 of the Primary Instructor Manual. The group would consist of Ms. Elizabeth Westfall and
Ms. Robin Stump from staff, Mr. Jeff Quinn and Mr. Kraig Kenney from the Education Work Group,
Ms. Sherry Fetters and Mrs. Jessica Lawley from the TAC, and Commissioner Hamilton. The motion
was seconded by Commissioner Mackey. The motion passed.
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A motion was made by Commissioner Zartman to accept section 2 as reviewed and revised by the
Technical Advisory Committee. The motion was seconded by Commissioner Mackey. Discussion
followed. Director Mike Garvey stated he wanted to make sure that the Commission understood
what they are voting on and what exactly they are voting on. Chairman Bell explained the changes to
the random skills station. Commissioner Hamilton stated that the word make up needs to be
changed to moulage in a couple of places. The motion passed.

4. Telephone conference
Chairman Bell requested that a motion be prepared to enable the Technical Advisory
Committee to use telephone conferences or video call by Committee members in order to
ensure a quorum. Director Garvey stated that staff will draft a policy to be adopted at the
August meeting.

INDIANA EMERGENCY MEDICAL SERVICES ASSOCIATION

Mr. George Schulp reported for the IEMSA. Mr. Schulp stated that the conference on May1st and
2 was successful. The association has started planning for next year's conference. Mr. Schulp
also announced the upcoming motorcycle ride in July for Supporting Heroes. Tom Bettenhausen
spoke about the ride as well stating that the organization comes in to help families of fallen public
safety workers. Mr. Schulp stated that the new public safety announcements are ready for release.
They are currently on utube and on the Indiana Emergency Medical Services Association
Facebook page.

PERSONNEL WAIVER REQUESTS

The following requested a waiver of 836 IAC 4-4-1 (b) The applicant shall apply for certification on forms
provided by the agency postmarked within one (1) year of the date that the course was concluded as shown
on the course report. John is asking for a waiver of the one year date. John completed a course in 2011 and
did not test. Completed another course in 2013, took written 11-6-2013 and failed and has not attempted
again. Staff Recommends denial.

John Bowers EMT

A motion was made by Commissioner Zartman to deny the waiver request. The motion was
seconded by Commissioner Hamilton. Discussion followed. Commissioner Zartman withdrew his
motion. A motion was made by Commissioner Mackey to accept Mr. Bowers’ written exam which
was taken and passed outside of his one year time limit. The motion was seconded by
Commissioner Olinger. The motion passed.

The following requested a waiver of Emergency Rule LSA Document #12-393E Section 47 Based
on the rules state a registered nurse may challenge the emergency medical technician-intermediate
course if he or she meets the following requirements: (1) Be a registered nurse in Indiana. (2) Be an
Indiana certified emergency medical technician. (3) Be able to document one (1) year of experience
in an emergency department or as a flight nurse with an air ambulance service. (4) Hold an
advanced cardiac life support certification. (5) Hold either an American Heart Association or
American Red Cross health care provider card or equivalent. (6) Be able to meet prerequisites
required by the commission, the emergency medical technician-intermediate curriculum, and the
local training institution course. Staff Recommends denial. Brenda states she is a LPN and the
rules only speak of a RN.
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Brenda Gridley EMT Basic Advance

A motion was made by Commissioner Zartman to deny the waiver request. The motion was
seconded by Commissioner Hamilton. The motion passed to deny the waiver.

The following requested a waiver of 836 IAC 4-3-2 Certification standards First Responder Paul is
asking for a waiver of time to turn in his hours. First Responder expires 9-30-2013. Staff
recommends denial.

Paul Laswell ‘ EMR

A motion was made by Commissioner Hamilton to deny the waiver request. The motion was
seconded by Commissioner Zartman. Discussion followed. Commissioner Hamilton amended her
motion to grant the waiver request with the stipulation that Mr. Laswell take the written and practical
exams and pass in one attempt within sixty (60) days. The motion was seconded by Commissioner
Zartman. Commissioner Mackey wanted to clarify that Mr. Laswell did complete his continuing
education on time it was just never approved. The motion passed.

PROVIDER WAIVER REQUESTS

The following requested a waiver of 836 IAC 2-7.2-3 Emergency medical technician-intermediate
provider organization operating procedures Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-31-3-
14.5; 1C 16-31-3-20 Affected: IC 16-31-3 (B) Endotracheal intubation devices, including the
following: (i) Laryngoscope with extra batteries and bulbs. (ii) Laryngoscope blades (adult and
pediatric, curved and straight). (jii) Disposable endotracheal tubes, a minimum of two (2) each,
sterile packaged, in sizes 3, 4, 5, 6, 7, 8, and 9 millimeters inside diameter. (D) Medications limited
to, if approved by the medical director, the following: (i) Acetylsalicylic acid (aspirin). (i) Adenosine.
(iii) Atropine sulfate. (iv) Bronchodilator (beta 2 agonists): (AA) suggested commonly administered
medications: (aa) albuterol; (bb) ipratropium; (cc) isoetharine; (dd) metaproterenol; (ee) salmeterol;
(ff) terbutaline; and (gg) triamcinolone; and (BB) commonly administered adjunctive medications to
bronchodilator therapy: (aa) dexamethasone; and (bb) methylprednisolone. (v) Dextrose. (vi)
Diazepam. (vii) Epinephrine (1:1,000). (viii) Epinephrine (1:10,000). (ix) Vasopressin. (x)
Furosemide. (xi) Lidocaine hydrochloride, two percent (2%). (xii) Amiodarone hydrochloride. (xiii)
Morphine sulfate. (xiv) Naloxone. (xv) Nitroglycerin. Aurora Emergency Rescue is requesting a
waiver of the medications in 836 IAC 2-7.2-3 in the Intermediate rules. Aurora Emergency Rescue
has new ADV EMTs and are moving to the ALS level. Currently our rules do not have ADV EMT
so the provider needs to follow the rules at the intermediate level. Staff recommends approval.

Moores Hill Sparta Township
Bright VFD/EMS
Walkerton-Lincoln

Culver EMS

Southem Ripley County

A motion was made by Commissioner Zartman to approve the waiver request for the listed provider
organizations. The motion was seconded by Commissioner Hamilton. The motion passed.




The following requested a waiver of 836 IAC 2-7.2-3 Emergency medical technician-intermediate
provider organization operating procedures Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-31-3-
14.5; 1C 16-31-3-20 Affected: IC 16-31-3 (B) Endotracheal intubation devices, including the
following: (i) Laryngoscope with extra batteries and bulbs. (i) Laryngoscope blades (adult and
pediatric, curved and straight). (iii) Disposable endotracheal tubes, a minimum of two (2) each,
sterile packaged, in sizes 3, 4, 5, 6, 7, 8, and 9 millimeters inside diameter. (D) Medications limited
to, if approved by the medical director, the following: (i) Acetylsalicylic acid (aspirin). (i) Adenosine.
(iif) Atropine sulfate. (iv) Bronchodilator (beta 2 agonists): (AA) suggested commonly administered
medications: (aa) albuterol; (bb) ipratropium; (cc) isoetharine; (dd) metaproterenol; (ee) salmeterol;
(ff) terbutaline; and (gg) friamcinolone; and (BB) commonly administered adjunctive medications to
bronchodilator therapy: (aa) dexamethasone; and (bb) methylprednisolone. (v) Dextrose. (vi)
Diazepam. (vii) Epinephrine (1:1,000). (viii} Epinephrine (1:10,000). (ix) Vasopressin. (x)
Furosemide. (xi) Lidocaine hydrochloride, two percent (2%). (xii) Amiodarone hydrochloride. (xiii)
Morphine sulfate. (xiv) Naloxone. (xv) Nitroglycerin. 836 IAC 2-7.2-1 General requirements for -
emergency medical technician-intermediate provider organization Authority: IC 16-31-2-7;.1C 16-
31-3-14; 1C 16-31-3-14.5; IC 16-31-3-2 Affected: IC 4-21.5; IC 16-31-3; IC 16-41-10 (f)(2) Maintain
an adequate number of trained personnel and emergency response vehicles to provide continuous,
twenty-four (24) hour advanced life support services. Staff recommends: APPROVAL - based on
previous Commission action and current rules.

Warren Township
Batesville EMS
Southwest Central

Vincennes City FD

A motion was made by Commissioner Mackey to approve the listed provider organization waiver
requests. The motion was seconded by Commissioner Zartman. The motion passed.

The following requested a waiver of 836 IAC 2-2-1(g) 836 IAC 2-2-1 General requirements for
paramedic provider organizations (g) Each paramedic provider organization shall do the following:
(1) Maintain an adequate number of trained personnel and emergency response vehicles to provide
continuous, twenty-four (24) hour advanced life support services. Muscatatuck Urban Training
Center Fire Department is asking for a waiver of the 24/7 rules for paramedic coverage. They
currently have one paramedic and soon to have 3 ADV EMT moving up from basic-advanced. They
would like to provide ALS when staffing allows. Staff recommends: APPROVAL - based on
previous Commission action and current rules.

Muscatatuck Urban Training Center Fire Department

A motion was made by Commissioner Mackey to approve the waiver request. The motion was
seconded by Commissioner Lockard. After some discussion Commissioner Mackey amended his
motion to include a 6 month reporting requirement. Commissioner Lockard seconded the
amendment. The motion passed.
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The following requested a waiver of 836 IAC 2-14-3 Advanced life support nontransport vehicle
specifications Authority: IC 16-31-2-7 Affected: IC 16-31-3 Sec. 3 (b) All advanced life support nontransport
vehicles shall meet or exceed the following minimum specifications for electrical systems: (3) Each
advanced life support nontransport vehicle shall have an audible backup warning device that is activated
when the advanced life support nontransport vehicle is shifted into reverse. (¢} All advanced life support
nontransport vehicles shall meet the following requirements for external identification: (1) Warning lights of
red or red and white, at the discretion of the owner, and shall conform with Indiana law. All lights on vehicle
shall be in working condition. (2) Each advanced life support nontransport vehicle shall display the four (4)
numbers of the commission-assigned advanced life support nontransport vehicle certification number. The
four (4) numbers, in sequence, shall be placed on each side of the advanced life support nontransport
vehicle on the right and left front fenders and on the rear portion of the vehicle. Each number shall be in
block letters not less than three (3) inches in height. These numbers shall be displayed in color contrasting,
reflective material. The numbers shall be placed on the vehicle within seven (7) days of the receipt of the
advanced life support nontransport vehicle certificate. The numbers shall be removed or permanently
covered by the provider organization when the advanced life support nontransport vehicle is permanently
removed from service by the provider organization. (3) A commission-certified vehicle sticker shall be
displayed on all certified advanced life support nontransport vehicles. Lake County STAR Team is
requesting a RENEWAL waiver of the backup alarm, 4 digit certification numbers and the red/White light
requirement. This is a police agency and have blue lights on the ALS non-transport vehicle.

Lake County STAR Team

A motion was made by Commissioner Mackey to approve the renewal of this waiver request. The motion
was seconded by Commissioner Zartman. The motion passed.

The following requested a watver of (h) A paramedic ambulance service provider organization
must be able to provide a paramedic level response. For the purpose of this subsection, "paramedic
response” consists of the following: (1) A paramedic. (2) An emergency medical technician or higher. (3)
An ambulance in compliance with the requirements of section 3(e) of this rule. (4) During transport of the
patient, the following are the minimum staffing requirements: (A) If paramedic level advanced life support
treatment techniques have been initiated or are needed: (i) the ambulance must be staffed by at least a
paramedic and an emergency medical technician; and (i) a paramedic shall be in the patient
compartment. (B} If an emergency medical technician-intermediate level advanced life support treatment
techniques have been initiated or are needed: (i) the ambulance must be staffed by at least an
emergency medical technician-intermediate and an emergency medical technician; and (ii) an emergency
medical technician-intermediate shall be in the patient compartment. (C) If advanced life support
treatment techniques have not been initiated and are not needed: (i) the ambulance must be staffed by at
least an emergency medical technician; and (ii) an emergency medical technician shall be in the patient
compartment. Concord Twp FD is requesting a waiver of the staffing rule of having an EMT with a
Paramedic on the third out ambulance. We have two fully staffed paramedic ambulances staffed with a
minimum of EMT/Paramedic 2417. In the event of a third call the third ALS ambulance may be required
to respond initially with only a EMT, Paramedic or a Firefighter. In the rare act of a third call when other
two ambulances are busy. We request permission to maintain ALS care with only a driver and
Paramedic. Staff recommends: approval — based on previous Commission action and current rules.




Concord Township Fire Department

A motion was made by Commissioner Zartman to approve the waiver request with the requirement that
Concord Township FD reports to a District Coordinator how many times they have to use only a driver
and paramedic on an ALS truck. The motion was seconded by Commissioner Lockard. The motion

passed.

The following requested a waiver of Emergency Rule LSA Document #12-393E Section 49 (e) An
advanced emergency medical technicians are prohibited from having in their possession, or
maintained on board emergency response vehicles, any advanced life support equipment or
supplies that have not been approved in writing by the emergency medical technician-intermediate
provider organization medical director. (f) Advanced emergency medical technicians shall: (1) not
perform a procedure for which the advanced emergency medical technician has been specifically
trained: (A) in the Indiana emergency medical technician basic and the Indiana advanced
emergency medical technician curriculums: or (B) that has not been approved by the commission
as being within the scope and responsibility of that advanced emergency medical technician;
Gibson County Ambulance Service is requesting a waiver to add both End Tidal CO2 monitoring
and CPAP to the Advanced EMT scope of practice. Staff Recommend: DENY - based on current
curriculum and previous Commission decision of adding no more to ADV EMT curriculum.

Gibson County Ambulance Service

A motion was made by Commissioner Zartman to deny the waiver request. The motion was seconded
by Commissioner Hamilton. The motion passed.
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The following requested a waiver of 836 IAC 2-2-1(h) A paramedic ambulance service
provider organization must be able to provide a paramedic level response. For the
purpose of this subsection, "paramedic response” consists of the following: (1) A
paramedic. (2) An emergency medical technician or higher. (3) An ambulance in
compliance with the requirements of section 3(e) of this rule. (4) During transport of the
patient, the following are the minimum staffing requirements: (A) If paramedic level
advanced life support treatment techniques have been initiated or are needed: (i) the
ambulance must be staffed by at least a paramedic and an emergency medical
technician; and (fi) a paramedic shall be in the patient compartment. (B) If an emergency
medical technician-intermediate level advanced life support treatment techniques have
been initiated or are needed: (i) the ambulance must be staffed by at least an emergency
medical technician-intermediate and an emergency medical technician; and (i) an
emergency medical technician-intermediate shall be in the patient compartment. (C) If
advanced life support treatment techniques have not been initiated and are not needed: (i)
the ambulance must be staffed by at least an emergency medical technician; and (i) an
emergency medical technician shall be in the patient compartment. Northeast Allen
County Fire & EMS is requesting a waiver of the EMT requirement on a paramedic
response. Staff Recommend: APPOVAL - basic on previous Commission action.
Request a 6 month update

Northeast Allen County Fire and EMS




A motion was made by Commissioner Zartman to approve the waiver request. The motion was
seconded by Commissioner Hamilton. The motion passed.

Vice Chairman Valentine called for a break at 11:31am

Vice Chairman Valentine called the meeting back to order at 11:49am

OLD BUSINESS

1. Parke and Vermillion County 12 lead study and update

Ms. Angela Powell reported out on the results from the study. (see attachment #5)
2. Tactical Medical Training

Director Garvey asked that this topic be tabled until the next meeting.

A motion was made by Director Garvey to table the Tactical Medical Training until the August meeting. The
motion was seconded by Commissioner Olinger. The motion passed to table until the August meeting.

NEW BUSINESS

1. Authorization of Administrative Law Judges
Legal Counsel Mara Snyder stated that Gary Bippus has taken a position outside of the agency. At
this time the Agency does not have an in house ALJ. The agency is working on a memorandum of
agreement with the Attorney General's Office to provide deputy Attorneys General to serve as
Administrative Law Judges for the Commission. The Commission has to authorize them to act on
the Commissions behalf.

A motion was made by Commissioner Hamilton to authorize Donna S. Sembroski, Gordon G White,
Kevin C McDowell all deputy Attorneys General to serve as Administrative Law Judges for the
Commission including without limitation the authority to 1. Assume all pending administrative cases
before the Commission 2. Act as administrative law Judge for all new cases to come before the
Commission 3. Hear and rule upon petitions for stays of enforcement 4. Hear and decide appeals to
emergency orders issued with respect to one or more violations of the Commission’s rules or
ethical statuses. The motion was seconded by Commissioner Olinger. The motion passed.

2. Blood Glucose monitoring for EMTs
Mrs. Stephanie Freeman presented a report on diabetes and the importance of monitoring of blood
glucose levels. (see attachment #6). Commissioner Olinger suggested Mrs. Freeman go to the
IRB for approval of the study. Discussion followed.

A motion was made by Commissioner Zartman for Mrs. Freeman to go to the IRB for approval of the
study. Then after receiving approval from the IRB return to the Commission with this request. The
motion was seconded by Commissioner Hamilton. The motion passed.

ADMINSTRATIVE PROCEEDINGS

1. Administrative Orders Issued
a. Personnel Orders
i.  One Year Probation

Order No. 0031-2014 Justin R. Woodall

No action required, none taken

ii. 2 Year Probations
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Order No. 0028-2014 David Lee Archer

No action required, none taken

Order No. 0030-2014 Erica J. Finley

No action required, none taken

Order No. 0029-2014 Wilson Donald Ginder

No action required, none taken
Order No. 0028-2014 Jason E. McCoy

No action required, none taken
ii. Denial
Order No. 0033-2014 Stephen Gorrel

No action required, none taken

iv. Revocation for 1 Year
Order No. 0032-2014 Allen M. Soppet

No action required, none taken

Order No. 0034-2014 Justin L. Talkington

No action required, none taken

V. Emergency Order
Order No. 0035-2014 Jeremy West

No action required, none taken

b. Training Institutions
i.  Letter of Reprimand

1U Ball Memorial Hospital

No action required, none taken

2. Appeals Filed in a timely manner
a. Soppet, Allen M.
b. Talkington, Justin

A motion was made by Commissioner Zartman to grant the appeals for Mr. Allen Soppet and Mr. Justin
Talkington. The motion was seconded by Commissioner Olinger. The motion passed.

Commissioner Zartman talked about an email he received from a gentleman that had been taken sactions
"against in the past. Commissioner Zartman sent it to the rest of the Commission members for them to read.
The email is an apology as well as a request to work with the Narcotics sub-group in coming up with a
program to help others that are in the same situation. Commissioner Zartman believes the Commission
should consider the gentleman’s request. Discussion followed. Vice Chairman Valentine directed Chairman
of the Narcotics sub-committee Commissioner Zartman to invite the gentleman to work with the Narcotic sub
group. Director Garvey stated that the staff has already been in contact with the Indiana Emergency Medical
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Services Association regarding peer programs similar to those that nurses use. Legal Counsel Mara Snyder
stated that she believes the Commission can draft a proposal that will allow the program to become part of
the sanctioning process with in the current statutes.

STAFF REPORTS

A. Data Registry (see attachment #7)

Director Garvey announced Mr Gary Robison’s retirement from the agency and that we will be
posting Gary's position to keep the program moving. Director Garvey also reported that Indiana is
still reporting to NEMSIS. Some discussion followed.

Vice Chairman Valentine directed staff to include data registry in the rule rewrites.

B. Field Staff Report

Ms. Robin Stump reported the completion of the EMS forums around the state and had
approximately 200 personnel in attendance at those forums. (see attachment #6).

C. Certifications report (see attachment #8)
D. Training Report (see attachment #9)

Mrs. Elizabeth Westfall reported out on the National Registry statistics. Mrs. Westfall reported that
there are 23 ALS accredited programs in that state. There are 21 Advance courses in progress as
of today. Mrs. Westfall announced that as of July 7% written test taken at vy Tech will be through
the Acadis system. This means that Reports of Training will need to be turned in before students
can take the written test. Pl updates are still continuing to date there have been 400 Primary
Instructors attend the updates. The final Pl update will take place on June 26t at Wayne
Township. Commissioner Zartman asked how the Primary Instructors will be notified regarding
change with the testing procedure. Mrs. Westfall stated that an email will be sent to all of the
Primary Instructors and the change will be posted on the website. Director Garvey stated that the
final Pl update will be recorded and kept on file. Discussion followed regarding what will happen if
the primary instructors do not attend any of the updates. Legal Counsel Mara Snyder stated that
when something is required it needs to have the rule sited that it connected with that rule. Staff
was directed to add the rule citation of Section (e)(3). The rule citation of Section (€)(3) needs to
be added to the information regarding the POST training as well as adding the deadline date of
December 31, 2014 for taking the POST training and test. The Commission will revisit the
discussion regarding Primary Instructors that have not attended the Pl updates at the August 20t
meeting.

STATE EMS DIRECTOR’S REPORT

Director Garvey announced that the next Commission meeting will be held on Wednesday August 20t at
3pm at Keystone at the crossing Sheraton Hotel in conjunction with Indiana Emergency Responder
Conference. Director Garvey also announced that there will be a memorial service for all of the Emergency
Responders that have passed away through this last year. Director Garvey asked that anyone that has
names, a short bio, and picture for inclusion in the memorial send the information into the office. Director
Garvey announced there are 3 vacancys within the Training section and also that renovations have cause
longer than normal delays in processing certification. Director Garvey thanked Methodist staff for hosting
the Commission meeting as well as thanking District One Task Force for the display out in the parking lot.
Direct Garvey asked Emery Garwick to talk about the significance of the room. Mr. Garwick stated that the
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very first Paramedic program class for the state of Indiana was held in this classroom in 1974. Director
Garvey also noted that there has been progress made in the work on the state strategic plan for EMS and
introduced Beau Parker and Kelly Russ and recognized them for their work on the strategic plan to date.

CHAIRMAN’S REPORT AND DIRECTION

Vice Chairman Valentine reviewed assignments from this meeting. The TAC has nothing new assigned
and was instructed to keep working on their current projects. The staff was assigned to write the draft for
the teleconferencing for the TAC and the Commission. The staff is to also look at the AEMT continuing
education and Data to move to the version 3 NEMSIS. Staff is also directed to follow up on the Pl and Post
to site the rules on the website.

ADJOURNMENT

A motion was made by Commissioner Zartman to adjourn the meeting. The motion was seconded by
Commissioner Hamilton. The motion passed. The meeting was adjourned at 1:51p.m.

Approved  Chen Qs 1O CM%

Charles Valentine, Vice Chairman

12|Page



Attachment #1



3[eap] Jo Juaumreda]
- ORjGRURIpU]

'sa1nsidar reydsoy-a1d HASI 10 (SHAT) A31Inoos
puerewo Jo juswireda(] BURIPUT Sy 19YIS Aq paimbai jou st yorgm juowsle pros (SISIWHAN) Wels£S UOIBULIOU] SIOIAISS
[BOIPOIAl AoueBIewWy [BUOIEN © SI JUSWS[Q BIED SOISIA[[e UOIJEOIPaW oY) Jet]} 9j0U 858alJ *(Saseo ¢T) urudse o1 sa131a[[e 9ABY

01 pajrodar axom sased ured 159Y0 Jo 9,610 AJorewurxorddy rured 3sous Jo syusprour 105 papraoxd oq A3raqe uLndse Jo £107
~STY JeoIpatll ey} pajsonbar sem 11 K[reuonippy uted 1s8Yo JO S9SBO UT SUSIS S} U0 PIALLIR SIAIH 2} 910J9q USAIS sem (VSV)
urndse J1 mouy 01 A[reayroads ‘papraoid oq eyep pre 1orid ey pajsonbal sem I1 ‘Surjesw uoIssTwwo)) AT snoraaid e 1y

, “JOLISIP
ssoupatedaid yreay o1yqnd £q (SST) 21008 AJ110A0s AInfur oy} uo v1ep opraoid 01 Popnyoul a10M pue (107 ‘L7 L8N 01 €107
‘1 ouny) porred swn swes oy} woly A1SISey BWNeI], BURIPUT (ST Y} 03 pajtodal a1om sjuaprour [eidsoy §7z°T ‘ApseT

‘paurtofiad sem a1mpasoid DY pes[-7] Y} Ieym STUOPIOUT 84/ T '

"Jroyuwroostp ured 3soyo sem uorssardwy Are
-puooas Jo Arewrnid s 1opraoid ayy 1o yojedstp £q paprodar jurerdwos oty sem ured 15040 s1aym spuspiour ured 18940 $79°0€ 1
owrely swn sty ul suonerndod-gns [ereAss uo so
-s1007 osTe Jodar STy, “v107 ‘LT ABIN ySnoyy €107 ‘1 eung woly swey swr ay) Jurnp sropraoid reyrdsoy-a1d 711 woiy suni
LYS ST sepnlout eyep feyidsoy-aid Ansi3ey ewnel] euerpu] (HAST) YWeok Jo justreda ] 9181 BUBIPU] U} WoI Jodar sy,

pLOZ sunp uoj podey  J40day eyeq [eydsoy-aid Ansibay ewneJj mcm__o:_,._



SATIEN UBYSE[Y/UBIPU] UBOLISWY ‘URTIEMB] SATIEN ‘URISY 208y %>

Ppaploded 30N Pepaooayd Jop ] $0vH B[O [ URSLRUTY UeOLUY 10 %[E B AINM B
uwopesurdures saevoy, 3] Aedgls B TROpIIN B ecuemer & RIEOTPIIA 5] 80BY e ed
odA7, Joheg
r o
- o1
- o
% g o
~ 2 ]
- 0% m m
Fo & . %M
- g,
SR ——. Y 7 & wq
L. 8 3
=
" el g &
(e

adA} 19hed aoey jualjed

[paprodendsopl | spwwed @ spW [ JOPUSD) elied| {(smax) sBmdnoss 38y wwaneg

e A fa b A A A O A "
R I R )

baz]
5 +d
- [1)
I o]
=1 2
% g
s g,
p g
g 2
- —FOL A tri
. 3
S ] 'm
<

Japuso) jusljed (siesp) aby 1usijed

SIUIPUT LFSGHT Sunioday  siapiaodd o 00T
PI0C/LT/S0-£10¢/10/90
Jodayy v q wndsog-aig 135139y vunp.lf vuvipuy




UOTJRUNSA(T TV TBALITY O}

QU89S WOy aIMIeds(] WOI SWL], Ul 90Uyl owL], Jodsuery, JUSIS U0 [RATITY 03 Yo31edSI(] UWIOL SUIL], UY 9OUAIRJJI(] W], osuodsay
PIPI0IPW 0K [3 Go< [F) YP-0E [ U9l B SIS 019 S0 DepIRI N ] L1<[@ TSI [ C1 6 65 PO B
(seynumn)) sun, Wodsuesy, . (seynurpy) suny, esuodseyy
g o
: 5
=] ]
b B 2
, B 2
04 2 L
e g Foe g
fFos 7 BTN BP VS
(seynupy) swiy jodsues
PIpIOTI 10N [F] 08< ] 0o-5T B8 SU-TL B 009 [ S0 [
(s3] BUBDE 03 30URISTT
g
o
[«]
m
R
o3 &
e =
ﬂu (=]
7 g
g 5
g ]
q vvvvvvv — OB m«.
1) .
m. s e R m
g
a8 m el 4
=]
- 001 - oot
(sai) uoleuysaq o3 aosuelsi( : (so]IN) @u@og 0} 8due)sIq

Spuapouy LpS SpI Supdoday  siaplaodd [piof 00T

PI10C/L¢/50-£102/10/90
wodayy viq ndsofg-a4g Aysi3ay vwunpd] vuvipuyr




SJUSPIOU] $90GE 10§ PAPIOI 10N [ED) JO W,

eD Jo SR Jo MoE
2y e &, L L A
b 4 oyt byt 2y Sty BTy 4 2y 2ty 2y, 4y 2y 45
A A R I GNP ICHICI TN
I | L i I ] | 1 I 1 1 L i I L 1 1 1 H I i L 1 1

-0

SRR Ry
|- 005
SN e

S b opDE

- 00se

[1eD jo awi

UG JE [RALIIY WOIJ SUILY, UT 90USIAIJI(] AU, Ua0S

(Poproons 0N B 0e< B 0cTe B 0011 B 010 (SOMUIpD) AU 5US05)

0T

- 00T

(sejnuijy) swi] ausog

Juno )y £ouanbaxy

UMY, 20208 Jo BEJTDR Y

901AIDG UI ovY U 0}
UOTRUYIS(] 1B [RALTY WIOIJ SWIL], UI 90USIALJI(T (QUIL], AU30S

PIpIoRd DN ) Se< [l PP0c B 0e 9T [ STITE 019 S0
(senUIpY) SUILT, UOFIRLISE T

|05

e e (9

-l 00T

(se3nuip) swil uoneupsaq

SUI0S T8 [BALIIY WOIJ W[, U] 90UBISIJL(T (JUSTIRd O, SWL],

PapIonEd 101]

BH,\,Eﬁ,mﬁ@ﬁ.a@m.m@iE
(somnurpp) Jusred o3 sy,

pas N B ERAR

(senuipy) yusned oy awi |

SpuapIouy LS GpT Sugaoday  siapiaodd 1oL 001

FIOC/LT/S0-£102/T0/90
poday v ondsor-aig Lysifay vwunviy puvpuy

ALY, UOYRTNSI(T Jo e J

JaMEJ o) Y, Jo 2feImnng




F NSRS
Lowadrwig ‘3ng
TPAT STV 1

1dasrayuy opatuend g Wodaredl sres Appeds
u1g g (widoomer) Bupm Ly B

PApIDINT 00 [

Josiandng [ aosed g Hodsuery [ 3adsuerl-noN g
3un JO B0y ARUILLT

AousfIatwug T 13437 STV [ T [3437 'RTY [

wodstre], Jo [9AsTT

a1

¥Q

wodsuer], jo A Jo ofe1wean g

T T
g B
gy jo 2poy A jo sfeymworag

o 00T

1odsuea] Jo [oA2T

SL°E9 QUILE, Uy [e30,

0T’ 901ATIS UL Yoeyg

GL'8T uotiEunISa( 0] UL,

SH'8T JUIDG 1B SWIY,

98¢ JuSTIed 0 W],

UG 01 WLy,

auwil] uny abelany

SIuapIour PG GPT Sumioday  siapiaod oL 001
BI0Z/L2/S0-ST0Z/T0/90

20day mpq PNASOF -4 A4381333] vwnp.Lf VULIPUT

}un jo ajoy Atewlid

L 8w [RI0L

3¢ UOHEUNSI(J 03 98ea|IN

3828 03 adea[IA

abeajijy uny abesaay




PAMOOAY JON F] SUAXS PIR SYRFT B SUeg J0 SWBIT ON [
SUSDS WO} apoy Wodsuer], suagis prre 8By o) pepeaBdn ‘suang 1o sySiT oM R B
SUANE 10 SENT 0N 0} PIPRIBIAACC SIS PUB S3YBIT BRMI B

Iac] SUALS pute SYBT [

m SUALS PUE SIYSPT 0N 3

.m 5U90T 03 3poJY ssucdsayr

=1

»

= g

=4 o

(st o

g 5

m &
[ad

s =]

Q [l

=1 7

Hx ”

5 g

<

=5 =}

5 ]

m o

g g

© A

Foot : :
3au82g wouy apojy Jodsuea aua9g 0) apojy asuodsay
(sa1qerIRA ) PAISI] JOU 9% > 9dAT UOTIEIOT JuepIou] (se1qerIeA (%) PaISI] 10U 94 G T> AIm[U] JO sasne))
PEPIOITI 101 SuespAL NV [ WPV OBJRIL S0NaA 10301 B T B
MORMRSUL ERURpISEY [ Supmmg mand F] e01a1s 10 epEIL [
AeAUBTH 10 33308 [T o Am0 MEH FR 90PN wo [
ad41, uorge0oT JUBpTOUT

a

2 ?

g 3

3 :
Y

5 3

e =]
o}

8 o

g =

=]

adA] uoneso juspiou] - (109) Ainluj jo esnen

SJUIPOU] LFG CFT SUPLOdaY  SIaPIA0Ld [DIO] 00T

FI0C/LE/S0-£102/T0/90
11042y v JONASOFT-04d Ays13ay vwunvi] vuvpuy




PAPICOTT JUN B} adep) PASTYOY JUsped & AIE) POLIISUELL PajedLL

punio] yEaped ok U0 18 PrIT £ PRRIED
pestajey pue pejees] [ peambay jueunzar), okl [ swiH £q panodsuery pajesiy {7
uonsedsiq ssuodssg
d
a
[}
e}
g
)
ad
(23
8
,W
2
=3
[ %]
™
oo
2
=2
8
=]

uojyisodsiq asuodsay

[re/e0110d ‘(31v) 1opuodsay SWH 19H0 ‘engio|l
RyO‘(punoin) repuodsey SINT:edAT, vonBUNSa(T %>

UEUNKEO?U%:&%333%&32@wEomemBZ@?«Rmom
ad£7, uoreunseg

3d{ 1, wogeunsa(T Jo admucon g

adA | uoneunsaqg

SpuapIouy LFSCPT Sunioday  siapiiodd wior 00T

FI0C/LT/SO-E102/10/90

1oday vIp(q ondsofg-add L1s18ay vuunviy vuvIpuy

PopIoIAY Y01
Aqpreas 7 PIV BrnW [ ydaoaayag
yodsurrl EopaN B (pempetos) dapstery Smovieyul B (3ueos) asuodsed 114 [
1sanbay ssuodsayy

o %0

1senbay ssuodsay

(SAIqEIIE A G) PISTT JON % > SUORRUIULIZD(] UOHRUNSA(T

1ayue s 0 Appeds [ papioaad 0N Ao 1535010 §
et B 201UD SURRISAd Samiped [ 9oM0yD Aes R #0104 funed
UoTRUILLaIS (T Uoljeunsed

r o

e |- OB
vt s i (05

04

uoneulwLIala( uoneulsa(

T
g

15anbayy aswodsay Jo afejmanray

a1 Jo 23eymadng

TEnns

TTIEUIUIRI (T Uo




$70°0€ =N ‘uoissaxdur A1epuosas 10 Lreud s 1opraoid sy
10 yoredsip Aq pauodsr jurejduwos se ured 194D
(QLA-CT0T) URALD SEM VSV 2I2Um SJUSPIDU] UTRd 183

_ (vay) mydsy [ umdsy on [ Uled 188D JoJ UsAlg <m4_

rd
a3
=]
g
Y
EL)
(2]
f=}
iz
g
Q,
[=9
........ e e
g
- 03
- 06
| oot

USAID YSY 249UM Sluapiouj uled }seyn

SO[QRIIBA 97 ‘PRISI] 10U 946 7> suolssaiduwy Arewirrg

SINFAN/Y M

SSEUSNOIISUND J0 (243 T DALY 7] 19PIuS)CT OTORRISAS JAet0Mesg &Y

HOJWCI SR S 183U BY ssansyg Lojendsay g

SUR[GRIGATR S RITUOPAY B Amfay opeumerr
uoyssasdu Jeplaosd

nossadray Japraoig yo afeymon g

uoissasdu) Atewilid Japinodd

SpuaPIOUT LFSGPT Sunioday  siapiaodd 10T 00T

P10¢/42/50-£10¢/10/90

140day vivq oNdsof-a4d A1S139Yy vwUnv.L] vUDIPUT

gunureg/adoduk§ v AD/ONS BYIO ‘9MZIBS ‘Ured: T'd %S>

SINFALNYVH [

Amfuyyssaun ywareddy o) g med

SSPUSTOPSTOD JO 8487 Patayy 7] JapaosiT SFIEUoAs JRIOMEYe [

MBS d 1890 1 ssansy] Aojendssy 1

SUBQOIIUEL BUUOpqy [ Amfup cpenmer]l, 5§
yorssaadur] ATpuoosg Jeplaosd

&0 50 au

- ot
oz
- 05
b0
-+ 08
-+ 06

U R 44

uoissaiduw] Alepuosag laplroid

(se1qerrea Q1) paist] 10U %G Z> sturerdwo)

HAMAAMYN
21D BAREIIE AN RIIARISURIL 3] JUSPIOOY UopeodsuaL/opielL £
unqord Soppeatg £ wrd 189U B
WHSTA 4 EF ussed {18 B
yogeds)q £q payrodsyy qurerdwo)

yojedsiq Aq pauoday juiejdwor

[=]
[=]
-~

] PUZ Jap1aoxg jo 28eymenag

swojdwAS o18qRI(Y ‘9oueqInSKT WAy Jeipren) ‘vonssdul 3nic/3uruosiod

pauoday wejdmo) jo afejmnng




8FL TT=N ‘PIULIOJI3J MpPano1d DOH Pea] Z1 ureq 189y 10§ paraisiuiupy ([vSy]unrdsy) uonesrpay

SWIL], 0] JUATIEJ 1B POATLTY WOIJ SUIL], :PRaT-7T 01 SUIL], JSIL 0} JUSTIEJ JB POALLTY WIOLf SWIL], IPIJA] IST 01 dUIL],
POPICAEY DN ] LT< ] 9T-E1 0 216 5% 66 B v0 6 PPIODS I0NAMN (f] 4T< [ OT-ET B 916 @ 6 [ 70 B
(semuIp)) peaT-g1 O SWIL, £.46T=N ‘(s53UIT) UOHEOIPSIT VST 151 09 51T,

“ 04

peaT-g] 01 aun], jo s3einoRd
PA 157 03 2un], Jo 38muaomn g

00T 00T

(ssynuily) pes-z| o} awl] | (senujpy) uonedIpaN VSV 1S4 03 swi]

(S3qeITRA TG) PIIST] 10U 9% T> SUOPBIIPIIN PUOIIS . (SS1qELIRA 6E) PIIST] I0U 960> SUONBIIPI ISTL]
YNAINAIN B SoRmqY 0'EAALLY £ qaKond E VRSN B syms suydiop ARJNE [OIINY FE WBLXO )
aeymg amudmpg {30z} nonsswRpUC £ IRRABOnIN B Wmued [ IORS puny B (vey) madsy 5
WA iy mreoABonin iy UBAID UOTIRDIPOIN 18J1 T
SUFES [BULION F Cyav) wndsy g )
UBALL) UO1EOIPRIN PUODRS i o1

o <]

n
g &
I [}
% =
=] o3
=8 1
N 2
o
= ~ 04 m
W r08 &
g Fos B
=] .

..... - 00T
uied 1say9 404 USAIS) UOIJeIIP3[\ pU0IDg uied 1s9yo 10} UBAIS) UCIIRIIPSIN 1S4

SuapIOU] LFS GET Sumioday  siopiaodd [iof 001

PI0T/L8/S0-£102/T0/90
10day v ondsofy-a4d Aigs139y vunv.L [ vuvpuy




L PL-CF $5-52 $T-G1 $1-6 8-1 SST ON
[ i i ]
=)
28 T o, ze1
.mf. 980T
=) ~ 0002
0

= 1 Py o1 $C 9 ¥
& - 0007
(v}
© — 0002
& z 5 o °
= 5 . 13
W.. o6 407 0001
[}
o — 000T
o 0
7N 4 T 97
g. ~ 0007
3 - 0007
qu £ ] [~} 0
w. - 0007
o - 000Z
) - 0
= ez 6 15
& - 0001
[}
o €531 — 0002
m, ¥ z "I 0% > 0
g — 0001
= - 000C
= z T . o T 0
5 £ 6 :
m. - 0001
o — 000Z
g z v T o ’
g’ € . £11
m, — 0001
o - 000T
2 T s & 14 s 0
m. — 0007
= ~ 000%

F¥-9C Bl PL-ST

FI-6 [ ST ] SSION [ |

$1014381(] SsaupaLvdaid Yyway anqnd g 24035 1142425 Ainfity

STUAPIOUT Q2Z°ST - FIOZ LT VW 01 £T0Z T duny -AysiSay vuuniy vuvpuy

wnoy Asuanbarg




Attachment #2




MICHAEL R. PENCE, Governor INDIANA DEPARTMENT OF HOMELAND SECURITY

302 West Washington Street

STATE OF INDIANA Indlianapolis, IN 46204

EMERGENCY MEDICAL SERVICES COMMISSION

TECHNICAL ADVISORY COMMITTEE MEETING MINUTES

DATE: June 4, 2013; 10:00 a.m.

LOCATION: Noblesville Fire Department, Station 77

Noblesville, IN 4606
PRESENT: Leon Bell, Chairman,vvar
Tina Butt, First Responder Training Director

y Fetters, Vice Chairman, EMS Chief Executive

y, ALS Training Program Director

Michael Gamble, Emergency Department Director

Nutt, BLS Training Program Director
Sara Brown; EMS Medical Director
Edward Bartkus, EMS Medical Director

Jaren Kilian

NOT PRESENT: Charles Ford, EMS Chief Executive Officer
Faril Ward, EMS Chief Operating Officer
Elizabeth Weinstein, EMS for Children

OTHERS PRESENT: Myron Mackey, EMS Commissioner

An Equal Opportunity Employer



John Zartman, EMS Commissioner

Elizabeth Fiato, IDHS Staff

Mike Garvey, IDHS Chief of Staff

Other IDHS Staff and members of the EMS Community

1) Meeting called to order at 10:07 a.m. by Chairman Bell.

2) Roll call, guorum present

3) Adoption of minutes:
Chairman Bell called for a motion to accept the minute
meeting.
A motion was made by Vice Chairwoman Fetters to accept the minutes.
The motion was seconded by Jessica Lawley. o
Jessica Lawley stated that Mr. Gamble should be Dr. Gamble on pages 7
and 8. Vice Chairwoman Fqi’ters stated that her last name was spelled
incorrectly throughout the meetings. Jaren Kilian was missed in the
attendance.
A motion was made by Vice Chairwoman Fetters to accept the minutes as
amended. The motion was seconded by Dr. Gamble. The motion passed.

4) Announcements:

from the April 2™

November 12, 2013
January 14, 2014
e. March 11,2014
May 13, 2014
Commission Report:

—h

Mrs. Elizabeth Fiato reported out on events that have taken place
within the IDHS offices as well as the EMS Education Working Group.

Mrs. Fiato stated that Mr. Rick Archer tenured his resignation after
being offered a job in the private sector. Mr. Archer’s position has

2




been posted and since closed. At this time Mrs. Fiato has not
received an update as to a status of the hiring process. Mrs. Fiato
also mentioned that IDHS has hired a consulting firm to figure out the
status of our agency. She further states that some changes might
occur within the agency and could be announced at the August EMS
Commission meeting.

In regards to the EMS Education working group we had a successful
first meeting. The group came up with an objectives list. Most of the
objectives involve IDHS processes. The items that need to involve
educational curriculum or the Technical Advisory Committee have
been set aside until such a time as a meeting can be set for a public
meeting to involve the TAC. [ t of the current work is going to be
concerning processes withii DHS. The first topic that is being
discussed is the State Representatives program. Other topics under
discussion by the education workil p are testing center
process. The priority list has been le some of the items on the list
are scenarios for EMT practical testin Indiana Pl rules looking at
them and assessing how they can be integf' ted into the Pl exam, the
be reviewed with the psychometrician (the TAC members
vited to this meeting just not the general public to protect
xam), quality assurance committee discussion
 this committee- the committee was used to look
over exam procedures, exam scores, and other items that came into
IDHS when it was in existence. These items have been set aside:
SMART triage, POST, Indiana driving, reciprocity, SIDS, Autism,
Hazmat, extrication, and an approved book list. The group will meet
again on June 20" venue to be announced. This group is not taking
over anybody or any other group this group is to supplement the
IDHS staff.

Chairman Bell commended the staff on the weekly news letter that is
being sent out.

5) Old Business
1) PIrecommendations- Vice Chairwoman Fetters
Ms. Fetters turned the floor over to Ms. Jessica Lawley since
the education group took over the PI recommendations.



Ms. Lawley reported that a draft PI application has been sent to
Mrs. Liz Fiato and Ms. Candice Hilton at IDHS and both
seemed content with the application. Discussion was had
regarding educational requirements for individuals that have not
taken the Indiana PI course. The following is a summary of the
report that Ms. Lawley presented:
PI process
Define “1 year” in IAC 836-agreed on at April meeting
e Application-consensus from sub-committee
e Process
o Complete
= EMT written before class
= EMT practical prior to
teaching the internship

training application both initial and renewal
e 1 year from cour
-hour discussion followed Ms. L

awley’s report. A break

ring the discussion from Va1£:1:09am— 11: 19am. The
cs where discussed during the three hours:

teways to show competence other than exams

. Trammg Institutions responsible for validation of
knowledge

® Respori%ibﬂity for liability (who’s responsible)

e Possible collaboration between Training Institutions to
widen PI candidates knowledge base before they teach on
their own without mentor.

e Certified PI has to be present while PI candidate is
teaching during internship

e Does candidate have to teach every module or just some
of them during internship

e  (ut scores for exams- who determines what they are?

e Defining the 1 year time frame-when does it start



A motion was made by Mr. Jaren Kilian to make the course completion
date the start of the 1 year time frame in which the internship and exams
have to be completed. The motion was seconded by Ms. Tina Butt. The
motion passed unanimously.

More discussion followed the motion regarding the above mentioned
topics and in addition to the above topics affiliation and when a Pl

candidate should get affiliated with a Training Institution.

A motion was made by Mr. Jaren Kilia pt the following

recommendation as agreed upon after our discussion

concerning the Pl recommendations:

. A Pl candidate must successfully complete the PI certifi
mternshlp W|th|n 1 year of the Pl course completion date.

Approval Form (Pl Internship A
complete.
. If the Pl candidate is requesting reciprocity, the candidate must
internship within 1 year from the time

Chairman Bell stated that at the July TAC meeting he plans to work through the
assignments from the EMS Commission meeting and sub-committee work.

6) Good of the order
Hearing nothing else for the good of the order Chairman Bell called

for a motion to adjourn.




A motion was made my Vice Chairwoman Fetters to adjourn the meeting.
The motion was seconded by Mr. Jaren Kilian. The motion passed. The
meeting was adjourned at 1:35pm.

Approved

Leon Bell, Chairman




TECHNICAL ADVISORY COMMITTEE - TASK SUMMARY

INDIANA STATE E.M.S. COMMISSION

TASK INFORMATION .

Date Assigned: Assigned to: TAC Chairman — NMr. Bell
Drafting continuing education
requirements for renewal of the
IDHS Advanced EMT

Job Task: certification.

Commission Staff:
Review Period: :

ASSIGNMENT REVIEW - GUIDELINES - GOALS

TAC was assigned to draft continuing education requirements for renewal of the IDHS
Advanced EMT certification.

TAC RECOMMENDATION

The TAC Education Sub-committee drafted continuing education requirements for renewal of
the IDHS Advanced EMT certification, and said policy was approved by the TAC on March 4,
2014.

The TAC makes the following recommendations:

1. Please see the attached form

LIMITATIONS — CHALLENGES - FISCAL IMPACT

The TAC does not believe there is a fiscal impact. The TAC does not believe there will be any
expected limitations or challenges.

FORMAL MOTION

TAC makes a motion that:

1. The EMS Commission to approve the continuing education requirements for renewal of
the IDHS Advanced EMT certification.

' ADDITIONAL COMMENTS ‘

Please see the attached document/

VERIFICATION OF REVIEW AND SUBMISSION ‘

By signing this document, the (TAC) Technical Advisory Committee formally submits fo the Indiana State EMS



Commission the above proposed recommendations for review, consideration, and implementation. We acknow/edge
receipt of review, and submit this document for consideration to the Indiana EMS Commission on the date listed
below.

Chairman, TAC Committee Date
Vice-Chairman, TAC Committee Date
EMS COMMISSION - RECOMMENDATION - ACTION '
Commission Actions: Date:

1 Approved, as listed.

1 Approved, with changes listed below.

{1 Re-assigned for future recommendation.
{1 Rejected

1 Other

COMMENTS:
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Attachment #3



Rule 15. Requirements and Standards for Advanced Emergency Medical Technician Provider
Organizations
836 TAC 2-7.2-1 General requirements for Advanced Emergency Medical Technician provider organizations
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-31-3-14.5; IC 16-31-3-20
Affected: IC 4-21.5; IC 16-31-3; IC 16-41-10
Sec. 1. (a) A person shall not:
(1) furnish;
(2) operate;
(3) maintain;
(4) advertise; or
(5) otherwise engage in providing;
emergency medical services as an Advanced Emergency Medical Technician provider organization unless the
person is certified as an Advanced Emergency Medical Technician provider organization.
(b) If the Advanced Emergency Medical Technician provider organization also provides transportation of
emergency patients, the Advanced Emergency Medical Technician provider organization shall be certified as an
ambulance service provider organization in accordance with the requirements specified in 836 IAC 1 under IC 16-3.
(c) The Advanced Emergency Medical Technician nontransport provider organizations shall meet the requirements
specified in 836 JAC 1-1-4 through 836 IAC 1-1-8.
(d) The Advanced Emergency Medical Technician provider organization shall ensure the following:
(1) Ambulances used are certified and meet the requirements specified in 836 IAC 1-3.
(2) All nontransport emergency medical services vehicles used for the provision of advanced life support
meet all of the requirements in 836 IAC 2-14.
(e) The chief executive officer of each Advanced Emergency Medical Technician provider organization shall certify
that the provider organization has an agreement, or interdepartmental memo if hospital based, with one (1) or more
supervising hospitals for the following services:
(1) Continuing education.
(2) Audit and review.
(3) Medical control and direction.
(4) Provisions to allow the Advanced Emergency Medical Technicians affiliated with the supervised
Advanced Emergency Medical Technician provider organization to function within the appropriate hospital
department in order to obtain continuing practice in their clinical skills. The agreement or
interdepartmental memo shall include a detailed description of how such services shall be provided to the
Advanced Emergency Medical Technician provider organization. In those cases where more than one (1)
hospital enters into an agreement, or seeks to enter into an agreement, with an Advanced Emergency
Medical Technician provider organization as a supervising hospital, the interhospital agreement shall
clearly define the specific duties and responsibilities of each hospital to ensure medical and administrative
accountability of system operation.
(f) The Advanced Emergency Medical Technician provider organization shall have a medical director provided by
the Advanced Emergency Medical Technician provider organization or jointly with the supervising hospital. The
medical director is responsible for providing competent medical direction as established by the medical control
committee. Upon establishment of a medical control policy, the medical director and chief executive officer of the
Advanced Emergency Medical Technician provider organization have the duty to enact the policy within the
Advanced Emergency Medical Technician provider organization and accordingly enforce the policy. The duties and
responsibilities of the medical director include, but are not limited to, the following:
(1) Provide liaison with physicians and the medical community.
(2) Assure that the:
(A) drugs;
(B) medications;
(C) supplies; and
(D) equipment;
are available to the Advanced Emergency Medical Technician provider organization.
(3) Monitor and evaluate day-to-day medical operations of Advanced Emergency Medical Technician
provider organizations.
(4) Assist in the provision and coordination of continuing education.
(5) Provide individual consultation to Advanced Emergency Medical Technicians.



(6) Participate in at least quarterly audit and review of cases treated by Advanced Emergency Medical
Technicians of the supervising hospital.
(7) Attest to the competency of Advanced Emergency Medical Technicians affiliated with the Advanced
Emergency Medical Technician provider organization to perform skills required of an Advanced
Emergency Medical Technician under 836 IAC 4-7.1.
(8) Establish protocols for basic life support and advanced life support.
(9) Establish and publish a list of medications, including minimum quantities and dosages to be carried on
the vehicle.
(10) Provide liaison between the:
(A) emergency medical service provider organization;
(B) emergency medical service personnel; and
(C) hospital;
in regards to communicable disease testing under IC 16-41-10.
(g) The Advanced Emergency Medical Technician provider organization shall do the following:
(1) The Advanced Emergency Medical Technician provider organization shall maintain a communications
system that shall be available twenty-four (24) hours a day between the Advanced Emergency Medical
Technician provider organization and the emergency department, or equivalent, of the supervising hospital
using radio or cellular voice communications. The communications system shall be licensed by the Federal
Communications Commission.
(2) Maintain an adequate number of trained personnel and emergency response vehicles to provide
continuous, twenty-four (24) hour advanced life support services.
(3) Notify the commission in writing within thirty (30) days of assigning any individual to perform the
duties and responsibilities required of an Advanced Emergency Medical Technician. This notification shall
be signed by the provider organization and medical director of the provider organization.
(h) An Advanced Emergency Medical Technician ambulance service provider organization must be able to provide
an Advanced Emergency Medical Technician level response. For the purpose of this subsection, "Advanced
Emergency Medical response" consists of the following:
(1) An Advanced Emergency Medical Technician.
(2) An emergency medical technician or higher.
(3) An ambulance in compliance with the requirements of section 3(d)(2) of this rule.
(4) During transport of the patient, the following are the minimum staffing requirements:
(i) If Advanced Emergency Medical Technician level advanced life support treatment techniques have been initiated
or are needed:
(1) the ambulance must be staffed by at least an Advanced Emergency Medical Technician and an
emergency medical technician; and
(2) an Advanced Emergency Medical Technician shall be in the patient compartment.
(j) If advanced life support treatment techniques have not been initiated and are not needed:
(1) the ambulance must be staffed by at least an emergency medical technician; and
(2) an emergency medical technician shall be in the patient compartment.
(k) For an Advanced Emergency Medical Technician provider organization, when an advanced life support
nontransport vehicle is dispatched Advanced Emergency Medical Technician response, it shall, at a minimum, be
staffed by an Advanced Emergency Medical Technician.
(1) The Advanced Emergency Medical Technician provider orgamzatlon shall do the following:
(a) Notify the agency in writing within thirty (30) days of any change in the operation as stated in
the application.
(2) With medical director and chief executive officer approval, allow a graduate or student of an Indiana
approved Advanced Emergency Medical Technician course to perform advanced life support under the
direction of a preceptor. This person shall be actively pursuing certification as an Indiana certified
Advanced Emergency Medical Technician. This provision shall be limited from one (1) year from date of
course completion as indicated on course report.
(1) All ambulances and nontransport vehicles used by the Advanced Emergency Medical Technician provider
organization shall meet the insurance requirements under 836 IAC 1-3-6. (Indiana Emergency Medical Services
Commission; 836 IAC 2-7.2-1;
filed Feb 20, 2003, 8:00 a.m.: 26 IR 2353, filed Jun 11, 2004, 1:30 p.m.: 27 IR 3542; filed Jul 31, 2007, 10:01 a.m.:
20070829-IR-
83606001 1FRA; readopted filed Jul 29; 2010, 8:07 a.m.: 20100825-IR-836100267RFA)



836 TAC 2-15-2 Application for certification; renewal
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-31-3-14.5; IC 16-31-3-20
Affected: IC 16-31-3
Sec. 2. (a) Application for certification as an Advanced Emergency Medical Technician provider organization shall
be made on forms provided by the agency and shall include, but not be limited to, the following:
(1) An applicant shall complete and submit the required forms to the agency at least sixty (60) days before the
requested effective date of the certificate.
(2) Each application shall include a narrative summary of plans for providing advanced life support services,
including the following: ,
(A) Defined primary area of response, including location of advanced life support response vehicles.
(B) A listing of all Advanced Emergency Medical Technicians, including certification numbers, to be
affiliated by the Advanced Emergency Medical Technician provider organization.
(C) The staffing pattern of personnel.
(D) Base of operations.
(E) Organizational structure, including name, address, and phone numbers for the:
(i) owner;
(i1) chief executive officer;
(iii) chief operations officer;
(iv) training officer; and
(v) medical director.
(F) Location of Advanced Emergency Medical Technician provider organizations records.
(G) Proof of insurance coverage for emergency medical service vehicles as required by 836 IAC 1-3-6.
(H) Plans and methodologies to ensure that the trained personnel are provided with supervised continuing
education to maintain proficiency. Continuing education is under the direct supervision of the Advanced
Emergency Medical Technician provider organization medical director with the cooperation of the
supervising hospital. :
(I) A listing of medications and special onboard life support equipment to be carried on board each vehicle
as approved by the medical director.
(J) Letter of approval from the supervising hospital stating acceptance of the:
(i) Advanced Emergency Medical Technicians;
(ii) agreement to fulfill the responsibilities of the supervising hospital.
(K) Certification required in section 1(d) of this rule.
(L) Other information as required by the agency.
(3) Advanced Emergency Medical Technician provider organizations that do not also provide transportation of
emergency patients shall submit and maintain a copy of a current written agreement between the nontransporting
Advanced Emergency Medical Technician provider organization and an ambulance service provider organization
certified under IC 16-31. The agreement shall:
(A) ensure that the nontransporting Advanced Emergency Medical Technician provider organization can be
assured that patients treated shall be transported in a timely and safe manner; and
(B) not preclude another ambulance service provider organization, if available, from transporting the
patients.
(C) Upon approval, an Advanced Emergency Medical Technician provider organization shall be issued
certification for the provisions of advanced life support certification.
(4) The certificate:
(A) expires on the date appearing in the expiration date section of the certificate; and
(B) shall be prominently displayed at the place of business.
(C) An application for an Advanced Emergency Medical Technician provider organization certification
renewal shall be made at least sixty (60) days before the expiration date of the current certification.

(5) Application for renewal shall:
(A) be made on forms provided by the agency; and
(B) show evidence of compliance with the requirements as set forth for original certification.



(Indiana Emergency Medical Services Commission; 836 IAC 2-7.2-2; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2355;
filed Jun 11, 2004,

1:30 p.m.: 27 IR 3544; filed Jul 31, 2007, 10:01 a.m.: 20070829-IR-83606001 1 FRA; readopted filed Jul 29, 2010,
8:07 am.: 20100825-IR-836100267RFA)

836 TAC 2-15-3 Advanced Emergency Medical Technician provider organization operating procedures
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-31-3-14.5; IC 16-31-3-20
Affected: IC 16-31-3
Sec. 3. (a) Each Advanced Emergency Medical Technician provider organization shall do the following:
(1) Comply with the ambulance service provider operating procedures of 836 IAC 1-2-3. The Advanced Emergency
Medical Technician provider organization nontransport provider organization shall comply with the operating
procedures listed in 836 IAC 1-1-8.
(2) Establish daily equipment checklist procedures to ensure the following:
(A) Electronic and mechanical equipment are in proper operating condition.
(B) Emergency response vehicles are maintained in a safe operating condition at all times.
(C) All required medications and intravenous fluids approved by the medical director of the Advanced
Emergency Medical Technician provider organization and the supervising hospital are on board all
nontransport emergency medical services vehicles and ambulances when used for the provision of
advanced life support and available to the Advanced Emergency Medical Technician.
(D) Equipment, medication, fluid, and supplies have not exceeded the manufacturer's specified expiration
date.
(E) A copy of the medication list and protocols shall be maintained by the Advanced Emergency Medical
Technician provider organization and the supervising hospital emergency department. Any changes to the
medications list shall be forwarded to the agency within thirty (30) days.
(F) All medications and advanced life support supplies are to be supplied by order of the medical director.
Accountability for:
(1) distribution;
(2) storage;
(3) ownership; and
(4) security;
of medications is subject to applicable requirements as determined by the medical director, pharmacist, and
the United States Department of Justice Drug Enforcement Administration.
(3) The Advanced Emergency Medical Technician provider organization shall ensure the following:
(A) That stocking and administration of supplies and medications are limited to the Indiana Advanced
Emergency Medical Technician curriculum and the following approved modules:
(i) Acquition and transmission of 12 Lead with continuing monitoring
(ii) Manual defibrillation
(iii) Acquition and interpretation of the five (5) rhythms
Ventricular Fibrillation
Ventricular Tachycardia
Asystole
Pulseless Electrical Activity
Normal Sinus
(iv) Non visualized airway
(v) Adult IO
(4) Procedures performed by the Advanced Emergency Medical Technician are also limited to the Indiana
Advanced Emergency Medical Technician curriculum and the following approved modules:
(1) Acquition and transmission of 12 Lead with continuing monitoring
(ii) Manual defibrillation
(iii) Acquition and interpretation of the five (5) rhythms
Ventricular Fibrillation
Ventricular Tachycardia
Asystole
Pulseless Electrical Activity
Normal Sinus
(iv) Non visualized aiway



(v) Adult 1O
(5) That all ambulances used for the provision of advanced life support contain the emergency care equipment
required in 836 IAC 1-3-5, the rescue equipment required in 836 IAC 1-3-4, and communication equipment required
in 836 TAC 1-4-2. The advanced life support emergency medical services vehicles shall also carry the following
equipment:
(A) Portable defibrillator
(B) Intravenous fluids and administration supplies approved by the medical director, including pediatric
and adult IO supplies.
(C) An Advanced Emergency Medical Technician provider organization and any affiliated Advanced
Emergency Medical Technician possessing approval for intravenous line placement from the medical
director may transport and treat a patient or patients from a health care facility as follows if:
(1) The only procedure that has been previously initiated for the patient is an intravenous line or
lines administering prepackaged solutions of dextrose or electrolytes that contain one (1) or more
of the following additives and no others:
(i) Vitamins.
(ii) Sodium chloride, excluding saline solutions in excess of nine-tenths percent (0.9%)
concentration.
(iii) Potassium chloride (forty (40) milliequivalent per liter maximum).
(D) The ambulance contains sufficient quantities of the intravenous supplies and solutions received by the
patient in order to:
(1) maintain the patient's established medical intervention; and to /sic/
(E) manage patient complications that may be reasonably anticipated to occur en route to the patient's
destination.
(F) Medications and medical devices as approved by the medical director limited to the following:
(1) Baby aspirin, eighty-one (81) milligrams each.
(2) Oral glucose.
(3) Sublingual Nitroglycerine
(4) 1:1000 Epinephrine
(5) Glucagon
(6) Dextrose solution
(7) Inhaled beta agonist
(8) Narcotic (Opioid) antagonist
(9) Blood glucose monitor
(10) Pulse oximetry capable of adult and pediatric monitoring
(11) Length based pediatric resuscitation tape
(G)The following medications and medical devices as approved by the medical director may by carried:
(1) Cardiac monitor capable of any or all of the following:
(i) Continuous cardiac monitoring
(if) Manual defibrillation
(iii) 12 Lead Acquisition and transmission
(2) Nitrous oxide
(3) Epinephrine auto-injector or auto-injectors
(6) A current copy of advanced life support protocols shall be maintained on board the emergency medical services
vehicle at all times.
(7) A copy of the medication list, including quantities and concentrations approved by the medical director.
(8) The Advanced Emergency Medical Technician provider organization shall do the following:
(A) Ensure that all nontransport emergency medical services vehicles used for the provision of advanced
life support meet all of the requirements in 836 JAC 2-14.
(B) Follow the rigid sanitation procedures listed in 836 IAC 1-1-8.
(9) An Advanced Emergency Medical Technician provider organization shall not do the following:
(A) Operate an ambulance or other emergency medical service vehicle unless it is in full compliance with
this article.



(B) Transport any emergency patient or patient receiving advanced life support in any vehicle except an
ambulance certified under IC 16-31.
(10) Advanced Emergency Medical Technicians are prohibited from having in their possession, or maintained on
board emergency response vehicles, any advanced life support equipment or supplies that have not been approved
by the Advanced Emergency Medical Technician provider organization medical director. (Indiana Emergency
Medical Services Commission; 836
IAC 2-7.2-3; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2356; filed Jun 11, 2004, 1:30 p.m.: 27 IR 3545 filed Jul 31,
2007, 10:01 a.m.:
20070829-IR-836060011FRA; readopted filed Jul 29, 2010, 8:07 a.m.: 20100825-IR-836100267RFA)

836 TAC 2-7.2-4 Application for provisional certification
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-31-3-14.5; IC 16-31-3-20
Affected: IC 4-21.5; IC 16-31-3-8; IC 16-31-3-20
Sec. 4. (a) An applicant may apply for and obtain provisional certification as an Advanced Emergency Medical
Technician provider organization for the purpose of prehospital training of Advanced Emergency Medical
Technician students when in the presence of a preceptor approved by the commission in accordance with this
section.
(b) A provisional certification may only be issued to a certified ambulance service provider organization.
(c) The applicant shall submit a fully completed application for provisional certification on forms provided by the
agency.
(d) The provisional certification may only be issued:
(1) after the applicant has demonstrated to the satisfaction of the director that the ambulance to be used for
such training is certified and meets the requirements of this article; and
(2) if the ambulance service provider organization has and shall maintain an adequate number of Advanced
Emergency Medical Technician students, preceptors, and ambulances to provide continuous twenty-four
(24) hour advanced life support service.
(e) The provisional certification expires not later than the earlier of the following dates:
(1) Sixty (60) days after the completion date of the Advanced Emergency Medical Technician course
completion as identified on the approved course application.
(2) Twenty-four (24) months from the starting date of the course contained on the approved course
application.
(D) The issuance of an Advanced Emergency Medical Technician provider organization certification invalidates any
provisional certification. (Indiana Emergency Medical Services Commission; 836 IAC 2-7.2-4; filed Jun 11, 2004,
1:30p.m.: 27 IR
3547; filed Jul 31, 2007, 10:01 a.m.: 20070829-IR-83606001 1 FRA; readopted filed Jul 29, 2010, 8:07 a.m.:
20100825-IR- .
836100267RFA)
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Training Institution Psychomotor Examination Guidelines

This section of the manual will outline the requirements to become a State approved Training Institution,
the requirements during an examination, and the ongoing requirements needed to maintain the status of a
Training Institution.

All Training Institutions

FOREWORD

This section of the manual was adopted from the National Registry of Emergency Medical Technicians
by the Emergency Medical Services Commission as a result of their continued awareness, and the need
for standardized and uniform criteria for psychomotor examinations. The evolution of psychomotor
examinations has been guided by many changes within emergency medical services in the United States.
When EMT training began in the early 1970's, there were relatively few people with an in-depth
knowledge of the spectrum of emergency medical care, limited types of equipment and one training
standard. Since then, situations have changed and thus standardization is becoming more difficult to
attain. Emergency medical care has evolved into a recognized body of knowledge and skill, multiple
approaches for accomplishing a task have been advocated in peer journals and a variety of methods for
the use of standard equipment have been suggested by equipment manufacturers. Because of this
situation, there are currently multiple ways to perform a skill, conduct a psychomotor examination, and
define competency. Therefore, because standardization has become more difficult in the assessment of
psychomotor skills, the EMS Commission has adopted this document as a tool to assess psychomotor
comp.

Completed in 2009, the National EMS Education Standards represents another step toward realizing the
vision of the 1996 EMS Agenda for the Future, as articulated in the 2000 EMS Education Agenda for the
Future: A Systems Approach. The Standards define the minimal entry-level educational competencies for
each level of EMS personnel as identified in the National EMS Scope of Practice Model. Eventually, the
Standards will replace the current DOT National Standard Curricula (NSC). The less rigid Standards
format supports diverse implementation methods and more frequent content updates.

At NO time may local medical direction or training officials choose to alter the format or design of the
examination or the Psychomotor Exam Sheets in order to meet local protocols or constraints.

If the examination is being given for the purpose of fulfilling National Registry entry requirements,
candidates must be deemed competent in the mandatory stations and the random psychomotor station.
The National Registry will continue to accept state-approved psychomotor examinations provided they
meet or exceed the criteria presented by the National Registry. The format of the Indiana State
EMR/EMT Psychomotor Examination meets all National Registry requirements.

EMS Commission Approved 6/20/14 Amended 8/22/14



The Indiana State Emergency Medical Services Commission and the National Registry is dedicated to the
goal of establishing a standardized, valid psychomotor examination that can be utilized from state to state,
across the nation. As we work toward this goal, we welcome your comments concerning this examination
and its format. Please address all comments to the Indiana EMS Commission, Indiana Government
Center-South room E-239, 302 W. Washington St., Indianapolis, Indiana 46204

Introduction

With the development of the National Scope of Practice and National Education Standards (NES), the
National Registry of EMTs adopted updated psychomotor exam forms in 2012. Effective in 2013, the
Indiana EMS Commission approved a compliant version of the National Registry of EMTs forms. These
forms relate to psychomotor skills that an EMR/ EMT would likely utilize in day-to-day pre-hospital care
as well as the criticality of the skill in relationship to public safety and patient care. The following eleven
(11) psychomotor skills were identified as being the performance items that could be included in a
psychomotor examination.

Patient Assessment Management - Trauma
Patient Assessment Management - Medical
Cardiac Arrest Management/AED

BLS Airway Management

Spinal Immobilization - Supine Patient
Spinal Immobilization - Seated Patient
Long Bone Injury Immobilization

Joint Injury Immobilization

Traction Splint Immobilization

Bleeding Control/Shock Management
Oxygen Preparation and Application

Ventilation and Airway Management of the Apneic Patient (E.M.R. Candidates)

These psychomotor skills reflect performance items that are directly related to the loss of life or limb.
Therefore, the major focus of the examination is on airway, breathing, circulation and immobilization
skills.

EMS Commission Approved 6/20/14 Amended 8/22/14



The EMS Commission identified the following criteria that must be met for a performance examination to
be used statewide:

Each task on the Psychomotor Exam Sheets must be scored as a separate task.
All items critical to patient/limb outcome must be identified on the exam sheet.
Sequencing of tasks in some instances must be considered critical behavior.

Overall competency must be achieved as defined in this manual.

The Psychomotor Exam Sheets provided in this guide were developed to meet the above criteria.

The Psychomotor Examination Skill Examination sheets shall be furnished by the agency or institution
hosting the skill examination. The examination host shall furnish a sufficient quantity and required colors
as noted below for initial tests and possible retests for each candidate.

PSYCHOMOTOR SKILLS SHEETS

The following are highly recommended colors for Skill Sheet copies. This is to expedite the processing of
the psychomotor paperwork in an efficient and uniform manner.

Trauma: shade of tan or off-white

Medical: Shade of lavender or purple

Cardiac Arrest/AED: Shade of pink or red

BLS Airway Management: Shade of light blue

Spinal Seated: Shade of light green

Spinal Supine: Shade of light yellow

Random Basic: White or gray copies of each random station

EMS Commission Approved 6/20/14 Amended 8/22/14



The National Registry of Emergency Medical Technician was sensitive to input received, requesting the
National Registry to develop an administratively feasible and cost effective psychomotor examination.
The EMT Psychomotor Examination Committee and the National Registry Board of Directors considered
the following factors when developing and approving this Psychomotor Examination User's Guide:

Protection of the public is the primary responsibility of the National Registry of Emergency Medical
Technicians and all certifying agencies.

The current NHTSA EMT training curriculum contains scheduled psychomotor skills laboratories.

The National Registry and many states have been using limited random psychomotor stations with
success and have found that they reduce cost without reducing the quality of the examination.

Training programs are responsible for assuring competency of candidates seeking National Registration.
Candidates deemed incompetent by the training program should not be permitted to take this
Psychomotor Examination.

Outside verification by agencies or individuals not directly associated with the training program must be
accomplished in order to assure protection of the public.

A totally random psychomotor examination is not
acceptable and does fulfill all of the criteria listed above. Best Practice
When using this psychomotor examination for Indiana State

’ 3 ’ ; : The training program measures and
Certification and National Registration.

documents the candidate’s
competency in all psychomotor skills
included in the mandatory and random
Examination Stations psychomotor stations. This must be
accomplished prior to allowing a
candidate to attempt the psychomotor

The EMR Psychomotor Examination consists of five (5) examination used for certification.

stations — Four (4) mandatory stations and one (1) random
station. The EMT psychomotor examination consists of seven (7) stations -- Six (6) mandatory stations
and one (1) random station. The mandatory and random stations consist of both skill based and scenario
based testing. The random station is conducted so the candidate is totally unaware of the skill to be tested
until he/she arrives at the station.

The candidate will be tested individually in each station and will be expected to direct the actions of any
assistant who may be present in the station. The candidate should pass or fail the examination based
solely on his/her actions and decisions.
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The following is a list of the stations and their established time limits. The maximum time is determined
by the number and difficulty of tasks to be completed:

EMR Skill to be Tested Maximum Number of Staff Needed
Time Limit
Station 1: Patient Assessment Management - Trauma 10 minutes Evaluator, Patient
Station 2: Patient Assessment Management - Medical 10 minutes Evaluator, Patient
Station 3: Cardiac Arrest Management/AED 10 minutes Evaluator, Assistant
Station 4: Spinal Immobilization- Supine 10 minutes Evaluator, Assistant,
Patient
Station 5: One Random Basic Skill listed below:
Long Bone Injury Immobilization 5 minutes Evaluator, Patient
Bleeding Control/Shock Management 10 minutes Evaluator, Patient
Ventilation and Airway Management of the 5 minutes Evaluator
Apneic Patient
Oxygen Preparation and Application 5 minutes Evaluator
EMT Skill to be Tested Maximum Number of Staff Needed
Time Limit
Station 1: Patient Assessment Management - Trauma 10 minutes Evaluator, Patient
Station 2: Patient Assessment Management - Medical 10 minutes Evaluator, Patient
Station 3: Cardiac Arrest Management/AED 10 minutes Evaluator, Assistant
Station 4: BLS Airway Management 10 minutes Evaluator
Station 5: Spinal Immobilization- Supine 10 minutes Evaluator, Assistant,
Patient
Station 6: Spinal Immobilization - Seated Patient 10 minutes Evaluator, Assistant,
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Patient

Station 7: One Random Basic Skill listed below:

Long Bone Injury Immobilization 5 minutes Evaluator, Patient
Joint Injury Immobilization 5 minutes Evaluator, Patient
Traction Splint Immobilization 10 minutes Evaluator, Patient
Bleeding Control/Shock Management 10 minutes Evaluator, Patient (real

or hard shell mannequin)

Oxygen Preparation and Application 5 minutes Evaluator

Random Skill Selection

The random psychomotor skill that is to be tested will be randomly chosen at the beginning of the
psychomotor exam for all candidates.

If a candidate fails the random skills station, then the candidate will retest the same random skills station.

Best Practice

Cards with random skill stations can
be drawn by evaluators.
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Selection of an Examination Facility

All exams must be conducted by an IDHS approved Training Institution. It is important that the
testing stations are set up in such a way to prevent candidates from seeing or hearing other stations. The
facility should have a waiting area large enough to accommodate the number of candidates scheduled to
attempt the examination. The waiting area should have chairs or benches, access to rest rooms and
drinking sources as well as adequate storage space for examination supplies. Arrangements for meals and
other breaks for staff members and candidates is an additional consideration. A secured room must be
provided for the examinations coordinator or the state examination representative. This room should have
a suitable work area to grade the examinations.

Community facilities with available space may include schools, office buildings, hospitals, fire stations
and other structures which will meet the criteria described above.

Selection of the Examination Staff

One of the major considerations in the selection of examination staff members is their enthusiasm and
interest in the examination. The examination procedure is demanding and time-consuming. Therefore,
without full cooperation from the staff members, it will be difficult to conduct the repeated evaluations
necessary for a large group of candidates.

Whenever possible, it is recommended to form a core group of regular examination personnel. This will
help promote teamwork and consistency among the examination staff. It has been our experience that the
more frequently a group works together, the more smoothly and effectively the examination runs;
however, all examination personnel should be fully aware of their responsibilities as Psychomotor Station
Examiners.

Psychomotor examiners should be recruited from the local EMS community. You should only consider
individuals who are currently certified to the EMS level or above the skill level in which they are
evaluating. Careful attention must be paid to avoid possible conflicts of interest, local political disputes
or any pre-existing condition(s) which could bias the potential examiner towards a particular individual or
group of individuals. In no instance should the course primary instructor or lead instructor serve as
a Psychomotor Station Examiner. Casual members of the instructor staff may be utilized, if necessary,
provided there is no evidence of bias and they do not evaluate any psychomotor skills for which they
served as the instructor.

If a candidate has concerns with the objectivity of an evaluator, the candidate must notify the State
Representative prior to being evatuated. The State Representative will address each notification on a case
by case basis.

Every effort should be made to select examiners who are fair, consistent, objective, respectful, reliable
and impartial in conduct and evaluation. Examiners should be selected based on their expertise in the
skill to be evaluated.
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Examiners must understand that there is more than one acceptable way to perform a skill and should not
indicate a bias that precludes acceptable methods. All examiners should have experience working with
EMT's, teaching or formal evaluation of pre-hospital care.

It is highly recommended that a minimum EMR examination should consist of five (5) psychomotor
skill station examiners, four (4) programmed patients, and three (3) assistants. It is highly recommended
that a minimum EMT examination staff should consist of seven (7) psychomotor skill station examiners,
five (5) programmed patients, four (4) assistants to the ratio of fifteen (15) candidates.* There must be
one (1) examination coordinator (preferably the course primary instructor).

It is recommended one individual is available for moulage purposes. The candidate ratio to testing
stations is recommended to be 16-30 candidates should have a minimum of (14) stations, minimum (2) of
each station.

Responsibilities of the Examination Staff

The psychomotor skills to be tested and the acceptable levels of performance should always be
determined with physician medical director input. Physician medical director should be available by
telephone, pager, or have a designated physician to serve in his/her absence.

The Examination Coordinator is responsible for the overall planning, implementation, equipment for the
examination process. The State Examination Representative/ Examination Coordinator is responsible for
the quality control and validation of the examination process according to the rules set forth by the
Indiana Emergency Medical Services Commission. Specific duties include orientation of the candidates,
the skill station examiners, grading of all report sheets, and reporting of examination results to the Indiana
Emergency Medical Services Staff. Examination results and all report forms must be submitted
within five (§) working days from the date of the examination.

Skill station examiners observe candidate performance and complete psychomotor exam sheets. With
input from programmed patients, they also make an initial evaluation of a candidate's performance. In the
interest of fairness and objectivity, instructors shall not examine their own candidates. Examiners must
maintain a professional and impartial attitude at all times. This not only creates an environment of
fairness to the candidate, it also assists in creating a more realistic atmosphere. Examiners may be
selected from a fairly wide range of resources. For example, local physicians, nurses, paramedics, and
experienced EMTs provide potential examination staffing.

Assistants should be knowledgeable in the skill that they are assisting. They are required to perform as
trained EMS professionals would in an actual field situation. They should follow the direction of the
EMR/EMT candidate and may not coach the candidate relative to the performance of any skill.

The programmed patient's performance is also extremely important. A lack of uniformity in performance
by a programmed patient may cause a variance in the candidate's ability to identify and treat an injury
correctly. In addition, an informed programmed patient frequently is able to evaluate certain aspects of a
candidate's proficiency not readily observed by the examiner.

Attempts should be made to ensure that programmed patients are experienced EMS personnel and/or
other allied health personnel. The advantages of this approach are that prior patient contact enables the
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programmed patient to re-enact injuries more accurately and to evaluate appropriate or inappropriate
behavior/technique by the candidate.

Moulage personnel are responsible for realistically simulating wounds. This realism has a great deal of
influence on the candidate’s actions during the examination. Virtually any type of wound can be
realistically reproduced with moulage by using the right materials, common sense and a little practice.

Equipment

The supplies and equipment needed to prepare each of the examination stations are listed in this manual.
Each examiner will need a watch and a supply of psychomotor exam sheets to score each candidate's

performance.
Best Practice

The funds required to conduct an
examination will vary. The exact cost
will depend on the availability of
volunteers to staff the examination
and the degree of other community
support such as donations of space and
supplies. Equipment can usually be
borrowed from local rescue agencies
or hospitals. Equipment from a
certified emergency vehicle shall not
be removed for use in the examination
process.

Orienting the Psychomotor Station Examiners as a Group

An important component of ensuring that the examination operates smoothly is orienting the
Psychomotor Station Examiners to their role and responsibilities during the examination process. In order
to ensure the consistent performance of examiners throughout the day, the examiners should be assembled
as a group prior to the start of the examination and instructed in the procedures of the examination
according to a standardized orientation script in this manual.

Orienting the Candidates as a Group

An important aspect of the examination is the initial meeting and orientation of the candidates. Once all
candidates have been registered for the examination, they should be assembled as a group and instructed
in the procedure of the examination according to a standard orientation script in this manual. During this
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period, the candidates should be given clear and complete directions as to what is expected of them during
the examination. However, special effort should be made to put the candidates at ease. It is during this
period that questions regarding the examinations should be solicited and answered.

During this orientation session, candidates should also be instructed to leave the testing area immediately
upon completion of their examination and to not discuss the examination with those candidates waiting to
be tested.

Orienting the Individual

Following the group orientation, candidates will wait for directions to report to a specific testing area.
Prior to entering these areas, the candidates are greeted by the examiner and read the "Instructions to the
Candidate" as they appear at the end of each psychomotor exam essay provided by the Examination
Coordinator. To assure consistency and fairness, these instructions should be read to each candidate
exactly as written. Each candidate should then be questioned as to his/her understanding of the instruction
and provided with clarification as required.

Caution must be used to avoid lengthy questions or attempts by the candidate to obtain answers to
questions which have no bearing on the examination. Examiners should be courteous and professional in
all conversations with candidates.

EMS Commission Approved 6/20/14 Amended 8/22/14



Minimum Required Equipment List

Patient Assessment/Management (Trauma)

*Examination Gloves
Pen light

Blood pressure cuff
Stethoscope

Moulage

One (1) Evaluator

One (1) Patient

Patient Assessment/Management (Medical)

*Examination Gloves
Pen light

Blood pressure cuff
Stethoscope

Moulage

One (1) Evaluator

One (1) Patient

Cardiac Arrest Management/ AED

*Examination Gloves
CPR mannequin
**(Oxygen tank, regulator and flow meter

Automated external defibrillator trainer

Bag-valve-mask device or pocket mask

Simple airway adjunct (OPA/NPA) in multiple
sizes

BLS Airway Management

*Examination Gloves
Oropharyngeal airways (various sizes)
Handheld or powered suction unit with catheter tips

Bag-valve-mask device

Oxygen tank, regulator and flow meter
Oxygen connecting tubing

Intubation mannequin (Must be anatomically
accurate)

Supraglottic / Non-visualized airway

Spinal Immobilization (Seated Patient)

*Examination Gloves

Head immobilizer (commercial or improvised)
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Short spine immobilization device (short board,
KED, etc.)

Cervical collars (various sizes or adjustable)

Padding (i.e. towels, cloths)
Patient securing straps
Roller gauze or cravats

Tape

Spinal Immobilization (Supine Patient)

*Examination Gloves

Long spine immobilization device (i.e. long spine
board)

Cervical collars (various sizes or adjustable)

Head immobilizer (commercial or improvised)
Padding (i.e. towels, cloths)

Patient securing straps

Roller gauze or cravats

Tape

Random Station

*Examination Gloves

Filled oxygen tank, regulator and flow meter
Oxygen connecting tubing

Nasal cannula

Non-rebreather mask with reservoir

Artificial mannequin or limb for tourniquet
application (hard shell)

Mannequin

Traction Splint and associated equipment EMT
only

Sling and swathe
Various splinting material (various sizes)
Field dressings and bandage

Suitable tourniquet dressings and torquing device
or commercial device

Blanket

*Exam gloves to be available for each station or in the staging area.

** Preferred item for testing station may be simulated if limited supply.

EMS Commission Approved 6/20/14 Amended 8/22/14




A. Roles and Responsibilities of the Indiana Psychomotor Exam Coordinator

At least 30 déys prior to the date of the psychomotor exam:

Ensure Candidates have a PSID number.

Complete and submit the Psychomotor Exam Reservation Form and Candidate Roster with PSID
numbers.

EMT - For every set of stations (15 candidates) EMR - For every set of stations (15 candidates)

1 for Patient Assessment Management- Trauma 1 for Patient Assessment Management - Trauma
1 for Patient Assessment Management- Medical 1 for Patient Assessment Management - Medical
1 for Cardiac Arrest Management/ AED 1 for Cardiac Arrest Management/AED

1 for BLS Airway Management 1 for Spinal Immobilization- Supine

1 for Spinal Immobilization — Supine Patient 1 for Random Basic Skill Station

1 for Spinal Immobilization — Seated Patient 1 for the candidates

1 for Random Basic Skill Station 1 for the evaluators

1 for the candidates 1 for the Psychomotor Exam Representative

1 for the evaluators

1 for the Psychomotor Exam Representative

One set of equipment is recommended for every 15 candidates completing the full psychomotor exam.

Refer to the corresponding section for the list of required equipment by station.

Copy the Psychomotor Exam Sheets per the color code listed in the Training Manual and the Face Sheet
with the “What You Need to Know” printed on the reverse side. Copy enough forms for every candidate
to complete the station twice.

Copy one set of station instructions for each station.
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EMT - For every set of stations

EMR - For every set of stations

7 Qualified Station Examiners
5 People as Patients

4 assistants

1 Person as moulage person

1 Person to monitor the staging area at all times
and send candidates to the skill stations

Refer to the Training Manual for the list of
recommended staffing

5 Qualified Station Examiners
3 People as Patients

3 Assistants

1 Person as moulage person

1 Person to monitor the staging area at all times and
send candidates to the skill stations

Refer to the Training Manual for the list of
recommended staffing

Best Practice

It is recommended to print a sheet of labels for each candidate (enough for the required amount of
stations being tested) and give to candidates. Instruct candidates to give a label to each evaluator
upon entering the skill station. If you do not use labels, make sure that each person legibly writes
their name on the psychomotor exam sheets.
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Review the “What You Need to Know as an Indiana EMR / EMT Psychomotor Exam Candidate”
document with the candidates. This document can be found in the Psychomotor Exam Packet. Instructors
are encouraged to provide the Psychomotor Exam Packet to candidates at the beginning of the course and
reference it throughout the course.

Advise candidates to bring a state issued picture identification and black ink pen to the Psychomotor
Exam.

All e’qulpment/stétldhs, evaluatdfé and bandldates should be ready fo begin uponn’ arrival of the
Psychomotor Exam Representative.

Verify sufficient staffing, equipment and stations for the number of candidates testing.

Verify all equipment is working properly and that all required equipment is in each skill station.

Have evaluators sign in and document their PSID numbers or credentials for the Psychomotor Exam
Representative. Evaluators must be currently qualified to evaluate the station they are assigned.

Ensure all candidates have their state issued picture identification ready for the Psychomotor Exam
Representative.

Ensure that the Psychomotor Exam Representative room remains secured throughout the entire exam.
This room is exclusively for the Representative, and no one should enter this room without explicit
permission from the Representative

Verify that the candidate waiting area will always be monitored and that candidates are being sent to the
stations in a timely manner.

Assist the Psychomotor Exam Representative in collecting completed evaluation forms per the direction
of the Representative.

In collaboration with the Psychomotor Exam Representative, determine whether retests will be offered.
The preference is to allow retests. However, you may choose to not offer retests if there are an excessive
number of retests, if staffing has fallen too low, if time does not permit, or any situation has arisen that
would make offering retests impractical.

If retests will be offered, assign new evaluators to the skill stations being retested and assist the
Psychomotor Exam Representative in distributing station paperwork at the direction of the
Representative.

Under the direction of the Psychomotor Exam Representative, bring candidates to obtain their exam
results.
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Review the completed Psychom(;tor Exam Quality Confrol Che’ckhstvwitl”l the Psychorﬁotor Exam
Representative.

Complete the Psychomotor Exam Representative evaluation when it is received from IDHS.
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B. Evaluating the Candidate

Examiner's Role

It is stressed again that the examiners must be objective and fair in their scoring. An examiner may not
evaluate any psychomotor skill for which he/she was the instructor. The primary instructor for the course
as well as any core instructors may not function as a psychomotor skill evaluator for their candidates.

Using the Psychomotor Examination Sheets

The evaluation process consists of the examiner at each station observing the candidate's performance and
recording it on a standardized Psychomotor Exam Sheet. The examiner's role becomes that of an
observer and recorder of events. Psychomotor Exam Sheets have been developed for each of the testing
stations. Additionally, essays explaining each psychomotor skill have been developed to assist the
examiner with the appropriate use of the instrument. These essays are listed in the last section of the
manual.

Except to start or stop a candidate's performance, to deliver necessary cues (e.g., "The patient's blood
pressure is 100/40; pulse is 120 and thready.") or to ask for clarification, the examiner should not speak to
the candidate during his/her performance. Similarly, the examiner should not react, either positively or
negatively, to anything the candidate says or does.

Programmed Patient's Role

The programmed patient is responsible for an accurate and consistent portrayal as the victim in the
scenario for the station. The programmed patient's comments concerning the candidate's performance can
be noted on the reverse side of the performance exam sheet. These comments should be as brief and as
objective as possible so they can be used in the final scoring of the candidate's performance when
appropriate.

Determining a Final Grade
Scoring

As mentioned earlier, the psychomotor station examiners observe the candidate's performance and record
the observations on the exam sheet. These exam sheets are collected, brought directly to the State
Examination Representative, and graded by the Indiana State Examination Representative according to
the pass/fail criteria provided by the testing agency.
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1t should be noted that there are two Critical Criteria that deal with the affective domain, which measures
the candidate’s attitudes, behaviors, and professional attributes. The best place for “constructive
criticism” is in the classroom and clinical phases of education—not during the examination process. A
failure of a Critical Criteria for an affective or behavior based performance issue should be reserved for
an egregious behavior that is serious enough that it would result in harsh disciplinary action in most EMS
systems. The affective performance based criteria are “Failure to manage the patient as a competent
EMT” and “Exhibits unacceptable affect with patient or other personnel.” While this document cannot
identify all of the forms of behavior, some of the behaviors that would be unacceptable are listed below.
Any failure of a Critical Criteria relating to affective domain should be based upon a clearly defined
“offensive” observation by the evaluator and not just “unreasonable” behaviors.

The following list should be used as a guide. IT is not intended to be exclusive as potential Critical
Criteria level of behaviors:

Fails to behave with INTEGRITY. Unacceptable would be any form of cheating during the testing
process, lying during the testing process, or deliberate disrespectful/ insubordinate behavior towards the
patient, assistants, or evaluator.

Lack of EMPATHY or failure to treat the simulated patient in a calm, compassionate manner.
Unacceptable examples would be deliberate over-bearing or belligerent behavior or repeatedly stepping
over the patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance. Inappropriately fitting clothing or grooming are examples.

Lack of COMMUNICATION that impedes patient evaluation or care. Examples would include failure to
communicate with simulated patient clearly or patient care strategies that are not clearly relayed to other
assistants (such as failure to order an organized log roll attempt in a spinal immobilization).

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of RESPECT for the patient or other assistants includes no deliberate demeaning terms or
derogatory language.

In most cases, the pass/fail will be easily determined. If, however, the pass/fail determination of official
criteria is not easily identified, the Examination Coordinator and the Indiana State Examination
Representative should review the situation as a committee before coming to a final decision, and, if
necessary, they should contact the Medical Director. The programmed patient's comments, the examiner's
comments and the documentation on the exam sheets should all be considered when determining whether
a critical criterion was met.

Once the individual exam sheets have been scored, the State Psychomotor Examination Representative
should transcribe the individual station results onto the Psychomotor Examination Report Form. The
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Indiana Psychomotor Examination Report Form is then used to determine and record the overall score of
the Psychomotor Examination.

Reporting Examination Results to the Candidate

The State Psychomotor Examination Representative is responsible for reporting the unofficial
psychomotor examination results to the individual candidate. A copy of the Indiana Psychomotor
Examination Report Form could be used for this purpose. At no time should the station examiner notify
the candidate of examination results. Notifying candidates of failing performances prior to completion of
the entire Psychomotor Exam may have an adverse effect on their performance in subsequent stations.

The results of the Psychomotor Examination should be reported as a pass/fail of the station. At no time
should the candidate be allowed to review the completed Psychomotor Exarm sheets. Identifying errors is
not only contrary to the principles of this type of examination, but it could result in the candidate
"learning" the examination while still not being competent in the necessary skills.

All forms of the Indiana Psychomotor Examination must be submitted to the Indiana Emergency Medical
Services Commission Staff (IDHS) for formal processing.
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Assuring Standardization and Quality Control

To be reliable, a psychomotor examination must be conducted according to a uniform set of criteria.
These control criteria must be rigidly applied to all aspects of the examination if impartial, objective, and
standardized scoring is to be assured.

The State Psychomotor Examination Representative must validate the standardization and quality control
of the examination process by completing the Quality Control Checklist provided with the Psychomotor
Examination Packet (email).

Orientation Script

This script should be read before each examination session. The script is to be read by the State
Psychomotor Examination Representative, who should maintain a friendly and professional attitude.
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GENERAL INSTRUCTIONS TO THE CANDIDATES

Welcome to the Indiana EMR/EMT Psychomotor Examination. My name is . 1 will be serving as
the Indiana Psychomotor Examination Representative today. By successfully completing this
examination process and receiving subsequent certification, you will have proven to yourself and the
medical community that you have achieved the level of competency assuring that the public receives
quality pre-hospital care. ‘

Please note: No personal electronic devices are permitted in the building. These must either be left in your
vehicle or at home.

The station examiners utilized today are state certified and or licensed personnel and are observers and
recorders of your expected appropriate actions. They record your performance in relationship to the
criteria listed on the exam sheets approved by the National Registry of EMTs and the Indiana EMS
Commission.

The station examiner will call you into the station when it is prepared for testing. NO candidate, at any
time, is permitted to remain in the testing area while waiting for his/her next station. You must wait
outside the testing area until the station is open and you are called. You are not permitted to take any
books, pamphlets, brochures or other study material into the station. You are not permitted to make any
copies or recordings of any station. When the examiner asks your name, please assist him/her in spelling
your name so that your results may be recorded accurately, or provide him/her with the pre-printed sticker
provided to you by staff. Do not use nicknames.

If you have concerns with the objectivity of an evaluator, you must notify me prior to being evaluated. I
will address each notification on a case by case basis.

Please pay close attention to the instructions, as they correspond to dispatch information you might
receive on a similar emergency call and give you valuable information on what will be expected of you
during the station. The station examiner will offer to repeat the instructions and will ask you if the
instructions were understood. Do not ask for additional information not contained within the instructions,
as the station examiner is not permitted to give this information.

We have instructed the station examiners not to indicate to you in any way a judgment regarding your
performance in the station. Do not interpret any of the examiners remarks or documentation practices as
an indication of your overall performance. Please recognize the station examiner’s attitude as
professional and objective, and simply perform the skills to the best of your ability.

You will be given time at the beginning of the station to survey and select the equipment necessary for the
appropriate management of the patient. Do not feel obligated to use all the equipment. If you brought
any of your own equipment, I must inspect and approve it before you enter the station.

The station examiner does not know or play a role in the establishment of pass/fail criteria, but is merely
an observer and recorder of your actions in the station. This is an examination experience, not a teaching
or learning experience.
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Each station has an overall time limit; the examiner will inform you of this during the reading of the
instructions. When you reach the time limit, the station examiner will inform you to stop your
performance. However, if you complete the station before the allotted time, inform the examiner that you
are finished. You may be asked to remove equipment from the patient before leaving the station.

You are not permitted to discuss any details of any scenario with each other at any time. Please be
courteous to the candidates who are testing by keeping all excess noise to a minimum. Be prompt in
reporting to each station so that we may complete this examination within a reasonable time period.

Failure of less than the majority of stations (as noted on the skills cover sheet) may allow you to retest of
those stations failed if offered by the examine coordinator and the candidate elects to retest Failure of the
majority of stations constitutes complete failure of the entire psychomotor examination, requiring a retest
of the entire psychomotor examination after remedial training. Failure of a same-day retest entitles you to
a retest of those skills failed. This retest must be accomplished at a different date and test site, with a
different examiner. Failure of the retest at the different site constitutes a complete failure of the
psychomotor examination, and you will be required to retest the entire psychomotor examination after
providing proof of remedial training to the Indiana Emergency Medical Services Commission. A
candidate is allowed to test a single station a maximum of three (3) times before he/she must retest the
entire psychomotor examination. Any retest of the entire psychomotor examination requires the candidate
to document remedial training over all skills before re-attempting the examination. Failure to pass all
stations by the end of two (2) full examination attempts constitutes a complete failure of the skills testing
process. Therefore, you must complete a new EMR/EMT training program to be eligible for future
testing for certification. NOTE: You have one (1) year from your EMR/EMT course completion date to
successfully complete all phases of the psychomotor examination process.

The results of the psychomotor examination are reported as a pass/fail of the skill station. You will not
receive a detailed critique of your performance on any skill. Please remember that today’s examination is
a formal verification process and was not designed to assist with teaching or learning. Identifying errors
will be contrary to the principle of this type of examination, and could result in the candidate “learning”
the examination while still not being competent in the necessary skill.

If you feel you have a complaint concerning the examination, a formal complaint procedure does exist.
Complaints must be initiated with me before you learn of your results or leave this site. You may file a
complaint for only two (2) reasons:

You feel you have been discriminated against. Any situation in which you feel an unfair evaluation of
your abilities occurred may be considered discriminatory.

There was an equipment problem or malfunction in your station.

If you feel either of these two things occurred, you must contact me immediately to initiate the written
complaint process. The Indiana Psychomotor Examination Representative, Examination Coordinator and,
if warranted, the Medical Director will review your concerns.

I am here today to assure that a fair, objective, and impartial testing process occurs. If you have any
concerns, notify me immediately to discuss them. I may be visiting stations throughout the examination
to verify appropriate testing procedures.
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Does anyone have any questions concerning the psychomotor examination at this time?

POINTS TO REMEMBER

Follow instructions from the staff.

During the examination, move only to areas directed by the staff.
Give your full legal name as you arrive at each station.

Listen carefully as the testing scenario is explained at each station.
Ask questions if the instructions are not clear.

During the examination, do not talk about the examination with anyone other than the station examiner,
programmed patient and, when applicable, to the trained assistant.

Be aware of the time limit, but do not sacrifice quality performance for speed.

Equipment will be provided. Select and use only that which is necessary to care for your patient
adequately.

Read roster and Check ID’s

Programming the Patient

Patient programming involves two essential elements: acting and medical input as to the type of injury,
type of pain, general reaction and what should and should not be accomplished by the EMR/ EMT
candidate.

It is not necessary to have professional actors as programmed patients. Almost anyone with the proper
motivation can do an excellent job. If the programmed patient really believes in the scenario, it will
become believable to others; however, patients with a working knowledge of EMS are preferred and
recommended.

Once the programmed patient has received the medical information on the type of injury or illness, he/she
should concentrate on how he/she personally reacts to pain. The programmed patient should work with
the medical personnel until he/she has fully developed the proper reactions and responses. Medical
personnel should always use lay terms in programming the patient, and the patient should always respond
in lay terms to any questions from the candidate. After the patient has been fully "programmed," it is
essential that he/she stay in character, regardless of what goes on around him/her.

Input from the programmed patient with respect to the way candidates handle him/her is important in the
scoring process. This should be strongly emphasized to the programmed patient.
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Moulage

Moulage of simulated patients is important if the Training Institution is expecting candidates to identify
wounds readily. The sample psychomotor examination only requires moulage in the Patient
Assessment/Management stations. Although theatrical moulage is ideal, commercially available moulage
kits are acceptable in alerting the candidate to the presence of injuries on the simulated patient.

Regardless of the quality of moulage, examiners must communicate with the candidate concerning
information on wound presence and appearance. Candidates will need to distinguish between venous and
arterial bleeding, paradoxical chest movement, obstruction of the airway and any other injury that a
programmed patient cannot realistically simulate. If candidates complain about the quality of moulage,
the Coordinator should objectively re-examine the quality of the moulage. If the quality of the moulage is
deemed to be marginal and does not accurately represent the wound, the Coordinator should instruct the
station examiner to alert candidates to the exact nature of the injury.

The station examiner should do this only after the candidate has assessed the area of the wound as would
be done in an actual field situation.
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PSYCHOMOTOR EXAM GUIDELINES-Trauma

Instructions to the Evaluator

This station is designed to test the candidate's ability to integrate patient assessment and intervention
skills on a victim with multi-systems trauma. Since this is a scenario based station, it will require some
dialogue between the examiner and the candidate. The candidate will be required to physically
accomplish all assessment steps listed on the exam sheets. However, all interventions should be spoken
instead of physically accomplished. Because of the limitations of moulage, you must establish a dialogue
with the candidate throughout this station. If a candidate quickly inspects, assesses or palpates the patient
in a manner in which you are uncertain of the areas or functions being assessed, you must immediately
ask the candidate to explain his/her actions. For example, if the candidate stares at the patient's face, you
must ask what he/she is assessing to precisely determine if he/she was checking the eyes, facial injuries or
skin color. Any information pertaining to sight, sound, touch, smell, or an injury that cannot be |
realistically moulaged but would be immediately evident in a real patient encounter must be supplied by
the examiner as soon as the candidate exposes or assesses that area of the patient.

This station requires the presence of a simulated trauma victim. The victim should be briefed on his/her
role in this station as well as how to respond throughout the assessment by the candidate. Additionally,
the victim should have read thoroughly the "Instructions to the Simulated Trauma Victim." Trauma
moulage should be used as appropriate. Moulage may range from commercially prepared moulage kits to
theatrical moulage. Excessive/dramatic use of moulage must not interfere with the candidate's ability to
expose the victim for assessment.

The victim will present with a minimum of an airway, breathing, circulatory problem and one associated
injury or wound. The mechanism and location of the injury may vary, as long as the guidelines listed
above are followed. It is essential that once a scenario is established for a specific test station, it remains
the same for all candidates being tested at that station. This will ensure consistency of the examination
process for all candidates.

Candidates are required to conduct a scene size-up just as they would in a field setting. When asked about
the safety of the scene, the examiner must indicate the scene is safe to enter. If the candidate does not
assess the safety of the scene before beginning patient care, no points should be awarded for the task
"Determines the scene is safe".

An item of some discussion is where to place vital signs within a pre-hospital patient assessment.
Obtaining precise agreement among various EMT texts and programs is virtually impossible. Vital signs
have been place in the focused history and physical. This should not be construed as the only place that
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vital signs may be accomplished. Tt is merely the earliest point in a pre-hospital assessment that they may
be accomplished.

The scenario format of a multi-trauma assessment/management testing station requires the examiner to
provide the candidate with essential information throughout the examination process. Since this station
uses a simulated patient, the examiner must supply all information pertaining to sight, sound, smell or
touch that cannot be adequately portrayed with the use of moulage. This information should be given to
the candidate when the area of the patient is exposed or assessed.

The candidate may direct the trained assistant to obtain patient vital signs. The examiner must provide
the candidate with the patient's pulse rate, respiratory rate and blood pressure when asked.

Due to the scenario format and voiced treatments, a candidate may forget what he/she has already done to
the patient. This may result in the candidate attempting to do assessment/intervention steps on the patient
that are physically impossible. For example, the candidate may have voiced placement of a cervical
collar in the initial assessment and then later, in the detailed physical examination, attempt to evaluate the
integrity of the cervical spine. Since this cannot be done without removing the collar, you, as an
examiner, should remind the candidate that previous treatment prevents assessing the area. This same
situation may occur with splints and bandages.

Each candidate is required to complete a detailed physical examination of the patient. The candidate
choosing to transport the victim immediately after the initial assessment must continue the detailed
physical examination enroute to the hospital. You should be aware that the candidate may accomplish
portions of the detailed physical examination during the rapid trauma assessment. If the candidate fails to
assess a body area prior to covering the area with a patient care device, no points should be awarded for
the task. However, if a candidate removes the device assesses the area and replaces the device without
compromising patient care; full points should be awarded for the specific task.

AFFECTIVE DOMALIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
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Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Simulated Trauma Patient

Note: In order to ensure a fair examination environment for each candidate, the simulated victim should
be an adult of average height and weight. For example, the use of very small children is discouraged in
this station.

The following should be reviewed by the station examiner with the person serving as victim.

When serving as a victim for the scenario today make every attempt to be consistent with every candidate
in presenting the appropriate symptoms. The level of respiratory distress acted out by you and the degree
of presentation of pain at injury sites must be consistent for all candidates. As the candidate progresses
with the examination, be aware of any period in which he/she touches a simulated injured area. If the
scenario indicates that you are to respond with deep painful stimuli and the candidate lightly touches the
area, do not respond. Only respond according to the situation as you feel a real victim would in a multiple
trauma situation. Do not give the candidate any clues while you are acting as a victim. For example, it is
inappropriate to moan that your wrist hurts after you become aware that the candidate has not found that
injury. Please remember what areas have been assessed and treated because we may need to discuss the
candidate's performance after he/she leaves the room.
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The station examiner may use information provided by the trained and well coached victim as data in
determining the awarding of points for specific steps on the exam sheets.

mmstructions to the Candidate

This station is designed to test your ability to perform a patient assessment of a victim of multi-systems
trauma and "voice" treats all conditions and injuries discovered. You must conduct your assessment as
you would in the field including communicating with your patient. You may remove the patient's
clothing down to shorts or swimsuit if you feel it is necessary. As you conduct your assessment, you
should state everything you are assessing. Clinical information not obtainable by visual or physical
inspection will be given to you after you demonstrate how you would normally gain that information.
You may assume that you have two EMTs working with you and that they are correctly carrying out the
verbal treatments you indicate. You have (10) ten minutes to complete this station. Do you have any
questions?

Sample Trauma Scenario

The following is an example of an acceptable scenario for this station; however, you will use one of the
pre-approved scenarios supplied by [DHS.

TRAUMA SITUATION #1 — PATIENT ASSESSMENT/MANAGEMENT

Mechanism of Injury

You are called to the scene of a motor vehicle crash where you find a victim who was thrown from the
car. You find severe damage to the front end of the car. The victim is found lying in a field 30 feet from
the upright car.

Injuries

The patient will present with the following injuries. All injuries will be moulaged. Each examiner should
program the patient to respond appropriately throughout the assessment and assure the victim has read the
“Instructions to Simulated Trauma Victim” that have been provided.
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Unresponsive

Left side flail chest

Decreased breath sounds, left side
Cool, clammy skin; no distal pulses
Distended abdomen

Pupils equal

Neck veins flat

Pelvis stable

Open injury of the left femur with capillary bleeding

Vital Signs:

Initial: B/P 72/60, P140, RR 26

Upon recheck: B/P 64/48, P 138, RR 44
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PSYCHOMOTOR EXAM GUIDELINES —Medical

Instructions to the Evaluator

This station is designed to test the candidate's ability to use appropriate questioning techniques to assess a
patient with a chief complaint of 2 medical nature and to verbalize appropriate interventions based on the
assessment findings. This is a scenario based station and will require extensive dialogue between the
examiner and the candidate. A simulated medical patient will answer the questions asked by the
candidate based on the scenario being utilized. The candidate will be required to accomplish all
assessment steps listed on the exam sheet; however, interventions may be spoken instead of physically
accomplished. You must establish a dialogue with the candidate throughout this station. Any
information pertaining to sight, sound, touch, or smell that cannot be seen but would be evident
immediately in a real patient encounter, must be supplied by the examiner.

The scenario should provide enough information to enable the candidate to form a general impression of
the patient's condition. Alert patients should perform as indicated in the scenario. The medical condition
of the patient will vary depending upon the scenario utilized in the station. It is essential that once a
scenario is established for a specific test station, it remains the same for all candidates being tested at that
station.

This station requires the presence of a simulated medical patient. You, or the simulated medical patient,
should not alter the patient information provided in the scenario and should provide only the information
that is specifically asked for by the candidate. Information pertaining to vital signs should not be
provided until the candidate actually performs the steps necessary to gain such information. In order to
verify that the simulated patient is familiar with his/her role during the examination, you should ensure
he/she reads the "Instructions to the Simulated Medical Patient" provided at the end of this essay. You
should also role play the selected scenario with him/her prior to the first candidate entering the station.

The scene size-up should be accomplished once the candidate enters the testing station. Brief questions
such as "Is the scene safe?" should be asked by the candidate. When the candidate attempts to determine
the nature of the illness, you should respond based on the scenario being utilized, i.e.: Respiratory,
Cardiac, Altered Mental Status, Poisoning/Overdose, Environmental Emergency or Obstetrics.

For the purpose of this station, there should be only one patient, no additional help is available and
cervical spine stabilization is not indicated. The candidate must verbalize the general impression of the
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patient after hearing the scenario. The remainder of the possible points relative to the initial assessment
and the focused history and physical examination are listed in the individual scenarios.

The point for "Interventions" should be awarded based on the candidate’s ability to verbalize appropriate
treatment for the medical emergency described in the scenario.

The candidate must assess signs and symptoms during the focused history by asking appropriate
questions. Proposed questions have been listed for seven (7) common responses as a guide. For a
candidate to receive the all the points for signs and symptoms, the candidate must ask a minimum of four
(4) questions related to the signs and symptoms for patient’s chief complaint. The candidate may provide
questions on their own as long as the questions are pertinent and related to the chief complaint of the
scenario. You should record the number of pertinent questions the candidate asked on the evaluation
form.

Failure to address or ask a single question relating to the signs and symptoms constitutes a Critical
Criteria under “Did not ask any questions about the present illness.” Award a zero (0) in the Signs and
Symptoms box and check the “Critical Criteria.”

Each candidate is required to complete a full patient assessment. The candidate choosing to transport the
victim immediately after the initial assessment must be instructed to continue the focused history and
physical examination and ongoing assessment enroute to the hospital.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.
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Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Simulated Medical Patient

Note: In order to ensure a fair examination environment for each candidate, the simulated victim should
be of average height and weight for the scenario being used. For example, the use of very small children
is discouraged in this station unless the scenario specifically indicates a pediatric patient.

The following should be reviewed by the station examiner with the person serving as patient.

The examination today will require you to role play a patient experiencing an acute medical emergency.
You should act as an actual patient would in the real situation. You must answer the candidate's questions
using only the information contained in the scenario provided to you by the examiner for this station. Do
not overact or add signs or symptoms to the scenario provided. It is important that you be very familiar
with the scenario and the required patient responses. When serving as a patient for the scenario today
make every attempt to be consistent with every candidate in presenting the appropriate symptoms. The
level of responsiveness, anxiety, respiratory distress, etc., acted out by you must be consistent for all
candidates. Do not give the candidate any clues while you are acting as a victim. For example, it is
inappropriate to say "I am allergic to penicillin" after you become aware that the candidate has not
remembered to ask that question during the SAMPLE history. Please remember what questions you have
answered and what areas have been assessed because they may need to be discussed after the candidate
leaves the room.
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The station examiner may use information provided by the trained and well coached victim as data in
determining the awarding of points for specific steps in the exam sheets.

mstructions to the Candidate

This station is designed to test your ability to perform patient assessment of a patient with a chief
complaint of a medical nature and "voice" treat all conditions discovered. You must conduct your
assessment as you would in the field including communicating with your patient. As you conduct your
assessment, you should state everything you are assessing. Clinical information not obtainable by visual
or physical inspection will be given to you after you demonstrate how you would normally gain that
information. You may assume that you have two (2) EMT's working with you and that they are correctly
carrying out the verbal treatments you indicate. You have (10) ten minutes to complete this station. Do
you have any questions?

Sample Medical Scenarios

RESPIRATORY

You arrive at a home and find an elderly male patient who is receiving oxygen through a nasal cannula.
The patient is 65 years old and appears overweight. He is sitting in a chair in a “tripod” position. You
see rapid respirations and there is cyanosis around his lips, fingers and capillary beds.

INITIAL ASSESSMENT

Chief Complaint: “I’m having hard time breathing and I need to go to the hospital.”
Apparent Life Threats: Respiratory compromise.

Level of Responsiveness: Patient is only able to speak in short sentences interrupted by coughing.
Airway: Patent

Breathing: 28 and deep, through pursed lips
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Circulation:

No bleeding, pulse rate 120 and strong. There is cyanosis around the lips,
fingers and capillary beds

Transport Decision:

Immediate transport

FOCUSED HISTORY AND PHYSICAL EXAMINATION

Onset “I’ve had emphysema for the past ten years, but my breathing has been
getting worse the past couple of days.”

Provokes “Whenever I go up or down steps, it gets really bad.”

Quality “I don’t have any pain; I’m just worried because it is so hard to breath. I
can’t seem to catch my breath”

Radiate “I don’t have any pain.”

Severity “I can’t stop coughing. I think I’'m dying.”

Time “I woke up about three hours ago. [ haven’t been able to breathe right
since then.”

Interventions “[ turned up the flow of my oxygen about an hour ago.”

Allergies Penicillin and bee stings

Medications Oxygen and a hand held inhaler

Past Medical History Treated for emphysema for past 10 years

Last Meal “I ate breakfast this morning.

Events Leading to Illness

“I got worse a couple of days ago. The day it got really cold and rained all
day. Today, I’ve just felt bad since I got out of bed.

Focused physical Auscultate breath sounds.
examination
Vitals RR 28, P 120, BP 140/88
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CARDIAC

You arrive on the scene where a 57 year old man is complaining of chest pain. He is pale and sweaty.

INITIAL ASSESSMENT

Chief Complaint: “My chest really hurts. Ihave angina but this pain is worse than any I have
ever felt before.”

Apparent Life Threats: Cardiac compromise

Level of Responsiveness: Awake and alert

Airway: Patent

Breathing: 24 and shallow

Circulation: No bleeding, pulse rate 124 and weak, skin cool and clammy.

Transport Decision: Immediate transport

FOCUSED HISTORY AND PHYSICAL EXAMINATION

Onset “The pain woke me up from my afternoon nap”
Provokes “It hurts really bad and nothing T do makes the pain go away.”
Quality “It started out like indigestion but has gotten a lot worse. It feels like a big

weight is pressing against my chest. It makes it hard to breath.”

Radiate “My shoulders and jaws started hurting about ten minutes before you got
here, but the worse pain is in the middle of my chest. That’s why I called
you.”

Severity “This is the worst pain [ have ever felt. I can’t stand it.”

Time “I’ve had this pain for about an hour, but it seems like days.”
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Interventions “I took my nitroglycerin about 15 minutes ago but it didn’t make any
difference. Nitro always worked before. Am | having a heart attack?”

Allergies None

Medications Nitroglycerin

Past Medical History Diagnosed with angina two years ago

Last Meal “I had soup and a sandwich about three hours ago.”

Events Leading to Illness

“I was just sleeping when the pain woke me up.”

Focused physical Assessment baseline vital signs.
examination

Vitals RR 24, P 124, BP 144/92
ALTERED MENTAL STATUS

When you arrive on the scene you are met by a 37 year old male who says his wife is a diabetic and isn’t

acting normal.

INITIAL ASSESSMENT

Chief Complaint: “My wife just isn’t acting right. [ can’t get her to stay awake. She only
opens her eyes then goes right back to sleep.”

Apparent Life Threats: Depressed central nervous system, respiratory compromise

Level of Responsiveness:

Opens eyes in response to being shaken

Airway: Patent
Breathing: 14 and shallow
Circulation: 120 and weak

Transport Decision:

Immediate transport
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FOCUSED HISTORY AND PHYSICAL EXAMINATION

Description of Episode “My wife took her insulin this morning like any other morning but she has
had the flu and has been vomiting.”

Onset “It happened so quickly. She was just talking to me and then she just went
to sleep. T haven’t really been able to wake her up since.”

Duration “She’s been this way for about 15 minutes now. I called you right away. 1

was really scared.”

Associated symptoms

“The only thing that I can think of is that she was vomiting last night and
this moming.”

Evidence of trauma

“She didn’t fall. She was just sitting on the couch and fell asleep. I
haven’t tried to move her.”

Interventions “T haven’t done anything but call you guys. 1know she took her insulin
this morning.”

Seizures None

Fever Low grade fever

Allergies Penicillin

Medications Insulin

Past Medical History Insulin dependent diabetic since 21 years of age

Last Meal “My wife ate breakfast this morming.”

Events Leading to Illness

“My wife has had the flu and been vomiting for the past 24 hours.”

Focused physical Rapid assessment to rule out trauma
examination
Vitals RR 14, P 120, BP 110/72.
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ALLERGIC REACTION

You have arrived to find a 37 year old male who reports eating cookies he purchased at a bake sale. He
has audible wheezing, and is scratching red, blotchy areas on his abdomen, chest and arms.

INITIAL ASSESSMENT
Chief Complaint: “I’m having an allergic reaction to those cookies I ate.”
Apparent Life Threats: Respiratory and circulatory compromise

Level of Responsiveness:

Awake, very anxious and restless

Airway: Patent
Breathing: 26, wheezing and deep
Circulation: No bleeding, pulse 120 and weak, cold and clammy skin

Transport Decision:

Immediate transport

FOCUSED HISTORY AND PHYSICAL EXAMINATION

History of allergies

“Yes I’'m allergic to peanuts.”

When ingested

“I ate cookies about 20 minutes ago and began itching all over about five
minutes later.”

How much ingested

“I only ate two cookies”

Effects

“I’m having trouble breathing and I feel lightheaded and dizzy.”
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Progression “My wheezing is worse. Now I'm sweating really badly.”
Interventions “I have my epi-pen upstairs but I'm afraid to stick myself.”
Allergies Peanuts and penicillin

Medications None

Past Medical History “I had to spend two days in the hospital the last time this happened.”
Last Meal “The last thing I ate was those cookies.”

Events Leading to [llness “None, except I ate those cookies.”

Focused physical Not indicated (award point)

examination

Vitals RR 26 P 120, BP 90/60

POISONING/OVERDOSE

You arrive on the scene where a 3 year old girl is sitting on her mother’s lap. The child appears very
sleepy and doesn’t look at you as you approach.

INITIAL ASSESSMENT

Chief Complaint: “I think my baby has swallowed some of my sleeping pills. Please don’t let
her die!”

Apparent Life Threats: Depressed central nervous system, respiratory compromise

Level of Responsiveness:  -| Responds slowly to verbal commands

Airway: Patent

Breathing: 18 and deep

Circulation: 120 and strong

Transport Decision: Immediate transport
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FOCUSED HISTORY AND PHYSICAL EXAMINATION

Substance “My baby took my sleeping pills. I don’t know what kind they are. They
just help me sleep at night.”
When ingested “I think she must have got them about an hour ago when 1 was in the

shower. Her older sister was supposed to be watching her.”

How much ingested

“My prescription was almost empty. There couldn’t have been more than
four of five pills left. Now they’re all gone. Please do something.”

Effects “She just isn’t acting like herself. She’s usually running around and
getting into everything.”

Progression “She just seems to get sleepier and sleepier by the minute.”

Interventions “] didn’t know what to do, so I just called you. Can’t you do something
for her?”

Allergies None

Medications None

Past Medical History None

Last Meal “She ate breakfast this morning.”

Events Leading to Illness

“She just swallowed the pills.”

Focused physical Completes a rapid trauma assessment to rule out trauma
examination
Vitals RR 18, P 120, BP 90/64
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ENVIRONMENTAL EMERGENCIES

You arrive on the scene as rescuers are pulling a 16 year old female from an ice covered creek. The
teenager has been moved out of the creek onto dry land, is completely soaked and appears drowsy.

INITIAL ASSESSMENT

Chief Complaint: “I saw something in the water below the ice. When I tried to get it out, the
ice broke.”

Apparent Life Threats: Generalized hypothermia

Level of Responsiveness: Responsive, but slow to speak

Airway: Patent

Breathing: 26 and shallow

Circulation: No bleeding; pulse 110 and strong; pale, wet skin still covered in wet
clothing.

Transport Decision: Immediate transport

FOCUSED HISTORY AND PHYSICAL EXAMINATION

Source “I fell in the creek when the ice broke. I tried to get out but the current was
to strong. Thank God you came.”

Environment “The water was up to my neck. I could stand up, but I couldn’t get out of
the water.”
Duration “I think I was in the water for ten minutes before they pulled me out. It

felt like an hour.”

Loss of consciousness “I feel sick, but [ never passed out.”

Effects Lowered body temperature, slow speech patterns, “I can’t stop shivering.”
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Allergies None

Medications None

Past Medical History None

Last Meal “I ate lunch at school three hours ago.”

Events Leading to Illness “I thought the ice would hold me.”

Focused physical Completes a rapid assessment to rule out trauma
examination

Vitals RR 26, P 110, BP 120/80

OBSTETRICS

You arrive on the scene where a 26 year old female is laying on the couch saying. “The baby is coming
and the pain is killing me!”

INITIAL ASSESSMENT

Chief Complaint: “I’m nine months pregnant and the baby is coming soon.”
Apparent Life Threats: None

Level of Responsiveness: Awake and alert

Airway: Patent

Breathing: Panting, rapid breathing during contractions

Circulation: No bleeding, pulse 120, skin is pale

Transport Decision: Unknown

FOCUSED HISTORY AND PHYSICAL EXAMINATION

Are you Pregnant See chief complaint (award point if mentioned in general impression)
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How long pregnant

See chief complaint (award point if mentioned in general impression).

Pain or contractions

“My pains are every 2-3 minutes and it lasts 2-3 minutes.”

Bleeding or discharge None

Do you feel the need to “Yes, every time the pain begins.”

push

Crowning Present (award point if identified in focused physical exam).
Allergies None

Medications None

Past Medical History “This is my third baby.”

Last Meal “I ate breakfast today.”

Events Leading to Illness

“The contractions started a few hours ago and have not stopped.”

Focused physical Assess for crowning, bleeding and discharge.
examination
Vitals RR 40 during contractions, P 120, BP 140/80
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PSYCHOMOTOR EXAM GUIDELINES -Cardiac Arrest Management/AED

Instructions to the Evaluator

This station is designed to test the candidate's ability to effectively manage a pre-hospital cardiac arrest by
integrating CPR skills, defibrillation, airway adjuncts, and patient/scene management skills. This includes the
integration of people and equipment commonly associated with an ambulance responding to a cardiac arrest scene in
a basic life support scenario. The candidate will arrive at the scene and encounter an unresponsive patient. A first
responder is arriving at the same time as the candidate. The candidate will be required to make appropriate
assessments, utilize an automated external defibrillator and correctly manage the patient.

The current American Red Cross and American Heart Association CPR courses instruct candidates in the
techniques of CPR, however, they do not instruct the candidate in the use and integration of adjunctive
equipment or how to prepare the patient for transportation as he/she will be required to do in an actual
field situation. This station tests the candidate's ability to integrate CPR skills into cardiac arrest scene
management and the use of the AED.

The candidate must demonstrate effective history gathering skills by obtaining information about the
events leading up to, and during, the event. When gathering the history the candidate must ask, at
minimum, the following questions:

How long has the victim been down?

Has CPR been done?

When asked these questions, you should answer that the “victim has been in cardiac arrest for an
unknown amount of time and that bystander CPR has been in progress for greater than two minutes.”

Although gathering a history on the cardiac arrest event is an assessment item, it should not be construed
that it overrides the need for resuscitation. The current standards for CPR should be adhered to at all
times during this station. The candidate must assess for the presence of a spontaneous pulse and be
informed, by you, that there is no spontaneous pulse. The candidate must direct the resumption of CPR
by the assistant EMT or the first responder while he/she prepares the defibrillator for use. You should
inform the candidate that there is “no pulse” on any pulse check.
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The candidate must direct the EMT assistant and the first responder to initiate two (2) rescuers CPR. The
candidate should gather additional information from bystanders about the events leading to the cardiac
arrest. When asked questions about the event, you should indicate that “bystanders did not see the
victim collapse and are unaware of any associated medical problems.”

The candidate must integrate the use of an oropharyngeal airway and ventilation adjunct into CPR
scenario that is already in progress. The candidate voices that he/she would measure and insert the
oropharyngeal airway. He/she than must ventilate or direct the ventilation of the patient using adjunctive
equipment. Interruption of CPR should not exceed 30 seconds for measuring and placing the airway.
The candidate may choose to use a pocket mask, flow restricted oxygen powered ventilation device or
bag-valve mask device to ventilate the patient.

You should not indicate displeasure with the candidate’s choice of ventilator adjunct since this station is
testing the candidate’s ability to integrate adjunctive equipment in to a cardiac arrest scene and not local
protocols or variations in equipment. Regardless of the device chosen, it is essential that the candidate
connect it to supplemental high flow oxygen. After establishing ventilation using the adjunctive
equipment the candidate then must re-evaluate the patient, determine the absence of a pulse and repeat the
defibrillation sequence. You should inform the candidate that there is “no pulse” on any pulse
check.

The candidate is required to verbalize appropriate transportation of the patient.

This station requires the presence of an EMT assistant (the examiner may act as the EMT assistant), a first
responder, and a defibrillation mannequin. Candidates are to be tested individually with the EMT
assistant and the first responder acting as an assistant who provides no input in the application of skills or
equipment. The EMT assistant and first responder should be told not to speak but to follow the
commands of the candidate. Errors of omission or commission by the first responder cannot result in
failure of the candidate unless they were improperly instructed by the candidate.

Due to the extra individuals involved in this station, it is essential that you observe the actions of the
candidate at all times. Do not be distracted by the actions of the first responder or the EMT assistant
because he should do only as instructed by the candidate. As you observe the candidate ventilating the
patient, remember that the ability to ventilate the patient with adequate volumes of air is not being
evaluated. Adequate ventilation of a mannequin is evaluated in the "Non Visualized Airway”. You are
evaluating scene/situation control, integration skills, and decision making ability.
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AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSTONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.
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Instructions to the Candidate

This station is designed to test your ability to manage a pre-hospital cardiac arrest by integrating CPR
skills, defibrillation, airway adjuncts and patient/scene management skills. There will be an assistant in
this station. The assistant will only do as you instruct him/her. You will be dispatched to an unconscious
patient at a factory. A first responder will be present and performing CPR. You must immediately
establish control of the scene and begin management of the situation. You will have, and be expected to
use an automated external defibrillator. At the appropriate time, the patient's airway must be controlled
and you must ventilate or direct the ventilation of the patient using adjunctive equipment. You may use
any of the supplies available in this room.

You have ten (10) minutes to complete this station.

Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -BLS Airway Management

Instructions to the Evaluator

This station is designed to test the candidate's ability to effectively evaluate, initiate, and continue the
proper basic life support airway management and ventilation of an apneic patient using a bag-valve-mask
device, suctioning the airway, placing an oropharyngeal airway, and properly inserting a non visualized
airway. The candidate will enter the station and find an unresponsive and apneic patient with a palpable
central pulse after determining responsiveness. The patient is to be considered a non-traumatic patient for
the purposes of this station.

The candidate must initially check the manikin for responsiveness, breathing, and a pulse for a period of
five to ten (5-10) seconds. The examiner must inform the candidate that “the patient is apneic and
unresponsive” after the candidate demonstrates acceptable technique for establishing unresponsiveness.
The examiner must inform the candidate that “you palpate a weak carotid pulse of 60” after the candidate
has properly assessed the presence of a pulse. The examiner must inform the candidate that “the mouth is
full of secretions and vomitus™ after the candidate has either opened the airway manually or if the
candidate visualizes the oropharynx area of the mouth. The candidate must demonstrate acceptable
suctioning technique before attempting to ventilate the manikin or simulated patient manikin. After the
candidate has properly demonstrated an acceptable suctioning technique, the examiner should state that
“the mouth and oropharynx are now clear”. The candidate should re-open the airway and insert a
properly sized OP airway into the oropharynx. If the candidate inserts the airway in an acceptable manner
into the manikin, the examiner must inform the candidate that “no gag reflex is present and the patient
accepts the airway without difficulty”. The candidate must immediately open the manikin or simulated
patient's airway and initiate ventilation using an appropriate BVM device within thirty (30) seconds. The
candidate may initially voice the attachment or attach the high flow oxygen to the BVM device prior to
the initial ventilations; however, the attachment of the oxygen to the BVM device must not delay the
initiation of ventilations greater than 30 seconds.

The successful completion of this station requires the candidate must initiate high-flow oxygen during
the station scenario. If the candidate chooses to initially attach high flow oxygen before beginning their
first ventilation, the candidate should not be penalized unless that action delays the initial ventilation for
greater than 30 seconds, which would be a Critical Criteria. The candidate must either voice the
attachment of high flow oxygen or physically attach the oxygen to the BVM device at some point in the
station scenario.
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When ventilating the manikin, the candidate must provide a minimum breath to make the chest rise and
fall adequately. This ventilation should equal the current standards established for appropriate rescue
breathing volumes during basic and advanced life support. This may be validated by observing the rise
and fall of the chest during ventilation. If unable to observe rise and fall of the chest on your mannequin,
please see examination site coordinator for assistance.

If the candidate begins ventilation using a mouth-to-mouth technique, you should advise the candidate
that he is required to use a bag-valve-mask device for all ventilations in this station. After the candidate
completes the initial 30 seconds of ventilations, the examiner should advise or inform the candidate that
the simulated patient manikin is being performed without difficulty and that a non-visualized airway
should be inserted by the candidate. The station examiner or assistant should take over the ventilation for
the candidate while the candidate assembles and test the equipment prior to insertion of the device. The
candidate should direct the assistant or examiner to pre-oxygenate the patient at a rate of 10-20 breaths
per minute. The candidate must insert the non-visualized airway device in an acceptable manner within
three attempts and within the ten minute time period for completion of the station. If the candidate fails to
complete the insertion of the device on the first attempt, the examiner should monitor the time delay to
ascertain if a time delay of thirty seconds is exceeded before ventilations are resumed. The candidate
must confirm the placement of the device after insertion ventilating the manikin and observing for chest
rise and fall and auscultation of the lung fields and epigastrium.

The examiner must recognize that regional medical control may stipulate the type of supraglottic or non-
visualized airway device taught in the class. The examiner should be familiar with the various types of
airways (Combi-tube, LMA, King Airway, etc.) potentially utilized with the class.

The station examiner should review all of the Critical Criteria prior to testing the first candidate.
Identified critical criteria assess the candidate’s performance in the psychomotor and aftective domains of
learning. This station requires the proper integration by the candidate of his/her assessment skills, time
management skills, evaluation skills, and various device insertion skills to successfully complete this
station.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:
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“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

ALTERNATIVE SCENARIOS FOR NVA

Option #1 “If a single tube non-visualized airway is used for testing, then there should be successful
ventilations when the device is properly placed. If a Combi-tube is used for testing, the Site Coordinator
and the State Representative with the station evaluator should decide whether the initial Combi-tube
placement is esophageal (resulting in successful ventilations with the first or blue tube) or tracheal
(resulting in the need to use the second or white tube). This decision should be reached prior to testing
the first candidate and all candidates should be tested accordingly.”

Option #2 “If a single tube non-visualized airway is used for testing, then there should be successful
ventilations when the device is properly placed. If the Combi-tube is used for testing, then the testing
should be conducted as below: ’

Even numbered test date: The initial Combi-tube placement is esophageal (resulting in
successful ventilations with the first or blue tube).
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Odd numbered test date: The initial Combi-tube placement is tracheal (resulting in the need to
use the second or white tube) for successful breath sounds and absent epigastric sounds.

Instructions to the Candidate

This station requires the proper integration by the candidate of his/her assessment skills, time
management skills, evaluation skills, and various device insertion skills to successfully complete this
station. This station is designed to test your ability to assess initial responsiveness, assess and manage an
airway utilizing appropriate techniques, ventilate a patient using a bag-valve-mask, and inserting a non
visualized airway.

As you enter the station, you will find an apparent unresponsive patient. There are no bystanders and
artificial ventilation has not been initiated. Patient management required for completion of this station is
complete airway management, proper ventilatory support with the bag-valve-mask, and the proper
insertion of the non-visualized airway. You must initially ventilate the patient for a minimum of 30
seconds. You will be evaluated on the appropriateness of ventilator volumes.

I will then inform you that a second rescuer has arrived to assist you with ventilations. Medical control
will then advise you to provide the patient with a secured airway by using the non visualized airway. You
may use only the equipment available in this room. You will have ten (10) minutes to complete this
station.

Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Spinal Immobilization Seated

Instructions to the Evaluator

This station is designed to test the candidate's ability to provide spinal immobilization on a patient using a
short spine immobilization device. The candidate will be advised that the scene size-up, initial
assessment and focused assessment have been completed and no condition requiring further resuscitation
or urgent transportation are present. The patient will present seated in an armless chair, sitting upright
with his/her back loosely touching the back of the chair. The position of the patient should be identical
for all candidates.

The candidate will be required to treat the specific, isolated, problem of an unstable spine. Initial and
ongoing assessments of the patient’s airway, breathing and central circulation are not required in this
testing station. The candidate will be required to check motor, sensory and circulatory function in each
extremity at the proper times throughout this station. Once the candidate has immobilized the seated
victim to the half spine device, ask the candidate to explain all key steps he/she would complete while
moving the patient to the long backboard. The candidate may check motor, sensory and circulatory
function at anytime during the procedure without a loss of points. However, in order to avoid the Critical
Criteria, the candidate must check motor, sensory, and circulatory function both before and after
immobilization to the device.

If he/she fails to check motor, sensory or circulatory function in all extremities after (verbalizing that the
patient is moved to a long backboard), a zero (0) should be placed in the "points awarded" column for that
items.

The station instrument was designed to be generic so it could be utilized to evaluate the candidate's
performance regardless of the half-spine immobilization device utilized. All manufacturers’ instructions
describe various orders in which straps and buckles are to be applied when securing the torso to the
immobilization devices. This station is not designed to specifically test each individual device but to
"generically" verify a candidate's competence in safely and effectively securing a suspected unstable
spine in a seated patient.

Therefore, while the specific order of placing and securing straps and buckles is not critical, it is
imperative that the patient's head be secured to the half-spine immobilization device only after the
device has been secured to the torso. This sequential order most defensibly minimizes potential cervical
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spine compromise and is the most widely accepted and defended order of application to date regardless of
the device used.

A trained assistant will be present in the station to assist the candidate by applying manual in-line
stabilization of the head and cervical spine only upon the candidate's command. The assistant must be
briefed to follow only the commands of the candidate, as the candidate is responsible for directing the
actions of the EMT assistant. When directed, the EMT assistant must maintain manual in-line
immobilization as a trained EMT would in the field. No unnecessary movement of the head or other
"tricks" should be tolerated and are not meant to be a part of this examination station. However, if the
assistant is directed to provide improper care, points on the evaluation form relating to this improper care
should be deducted and documented. For example; if the candidate directs the assistant to let go of the
head prior to its mechanical immobilization, the candidate has failed to maintain manual neutral in-line
immobilization. You must check the related statement under "Critical Criteria" and document your
rationale. On the other hand, if the assistant accidentally releases immobilization without an order, you
should direct the assistant to again take manual in-line immobilization. Immediately, inform the
candidate that this action will not affect his/her evaluation. At no time should you allow the candidate or
assistant EMT to perform a procedure that would actually injure the simulated patient

This station requires the presence of a simulated victim. The victim should be briefed on his/her role in
this station and act as a calm patient would if this were a real situation. The victim should be an adult of
average height and weight. You may use comments from the simulated victim about spinal movement
and overall care to assist you with the evaluation process after the candidate completes his/her
performance and exits the testing station.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.
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Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Candidate

This station is designed to test your ability to provide spinal immobilization on a patient using a half-
spine immobilization device. You and an EMT assistant arrive on the scene of an automobile crash. The
scene is safe and there is only one patient. The assistant EMT has completed the initial assessment and no
critical condition requiring intervention was found. For the purpose of this station, the patient's vital
signs remain stable. You are required to treat the specific, isolated problem of an unstable spine using a
half-spine immobilization device. You are responsible for the direction and subsequent actions of the
EMT assistant. Transferring and immobilizing the patient to the long backboard should be accomplished
verbally. You have (10) ten minutes to complete this station. Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Spinal Immobilization Supine

Instructions to the Evaluator

This station is designed to test the candidate's ability to provide spinal immobilization on a patient using a
long spine immobilization device. The candidate will be informed that a scene size-up, initial assessment
and focused assessment have been completed and no condition requiring further resuscitation exists. The
patient will present in supine, anatomical position. The position of the patient should be identical for all
candidates.

The candidate will be required to treat the specific, isolated problem of an unstable spine. Initial and
ongoing assessment of airway, breathing, and circulation are not required at this testing station. The
candidate will be required to check motor, sensory and circulatory function in each extremity at the
proper times throughout this station. If the candidate fails to check motor, sensory and circulatory
function, a zero (0) should be placed in the points awarded column for those items.

The candidate must, with the help of 2 assistants, move the patient from the ground onto a long spinal
immobilization device. There are various acceptable ways to move a patient from the ground onto a long
spinal immobilization device, (i.e. logroll, straddle slide, direct patient lift). You should not advocate one
method over any others. All methods should be considered acceptable as long as spinal integrity is not
compromised. Regardless of the method used, the EMT assistant should control the head and cervical
spine while the candidate and evaluator move the patient on the direction of the candidate.

Immobilization of the lower spine/pelvis in line with the torso is required. Lateral movement of the legs
will cause angulations of the lower spine and should be avoided. Additionally, tilting the backboard
when the pelvis and upper legs are not secured will ultimately cause movement of the legs and
angulations of the spine.

A trained assistant will be present in the station to assist the candidate by applying manual in-line
stabilization of the head and cervical spine only upon the candidate's command. The assistant must be
briefed to follow only the commands of the candidate, as the candidate is responsible for directing the
actions of the EMT assistant. When directed, the EMT assistant must maintain manual in-line
immobilization as a trained EMT would in the field. No unnecessary movement of the head or other
"tricks" should be tolerated and are not meant to be a part of this examination station. However, if the
assistant is directed to provide improper care, points on the evaluation form relating to this improper care
should be deducted and documented. For example, if the candidate directs the assistant to let go of the
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head prior to its mechanical immobilization, the candidate has failed to maintain manual neutral in-line
immobilization. You must check the related statement under "Critical Criteria" and document your
rationale. On the other hand, if the assistant accidentally releases immobilization without an order, you
should direct the assistant to again take manual in-line immobilization. Immediately, inform the
candidate that this action will not affect his/her evaluation. At no time should you allow the candidate or
assistant EMT to perform a procedure which would actually injure the simulated patient

This station requires the presence of a simulated victim. The victim should be briefed on his/her role in
this station and act as a calm patient would if this were a real situation. The victim should be an adult of
average height and weight. You may use comments from the simulated victim about spinal movement
and overall care to assist you with the evaluation process after the candidate completes their performance
and exits the testing station.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.
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Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Candidate

This station is designed to test your ability to provide spinal immobilization on a patient using a long
spine immobilization device. You arrive on the scene with an EMT assistant. The assistant has
completed the scene size-up as well as the initial assessment and no critical condition was found which
would require intervention. For the purpose of this testing station, the patient's vital signs remain stable.
You are required to treat the specific problem of an unstable spine using a long spine immobilization
device. When moving the patient to the device, you should use the help of the assistant EMT and the
evaluator. The assistant should control the head and secure the cervical spine of the patient while you and
the evaluator move the patient to the immobilization device. You are responsible for proper direction of
the assistant. You may use any equipment available in this room. You have ten (10) minutes to complete
this station.

Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Splinting Long Bone

Instructions to the Evaluator

This station is designed to test the candidate's ability to use various splints and splinting materials to
properly immobilize specific musculoskeletal injuries. The candidate is tested on his/her ability to
properly immobilize a swollen, deformed extremity using a rigid splint. The candidate will be advised
that a scene size-up and initial assessment have been completed on the victim and that during the focused
assessment a deformity of a long bone was detected. The victim will present with a non-angulated,
closed, long bone injury of the upper or lower extremity - specifically an injury of the radius, ulna, tibia,
fibula, or humerus. You may choose the extremity, but it should be consistent throughout the testing
procedure.

The candidate will then be required to tréat the specific, isolated extremity injury. Initial and ongoing
assessments of the patient’s airway, breathing and central circulation are not required at this testing
station. The candidate will be required to assess motor, sensory and circulatory function in the injured
extremity prior to applying the splint and after completing the splinting process. Additionally, the use of
traction splints, pneumatic splints, and vacuum splints is not permitted and these splints should not be
available for use.

The candidate is required to "secure entire injured extremity" after the splint has been applied. There are
various methods of accomplishing this particular task. Long bone injuries of the upper extremity may be
secured to the torso after a splint is applied. Long bone injuries of the lower extremity may be secured by
placing the victim properly on a long spine board or applying a rigid long board splint between the
victim’s legs and then securing the legs together. Any of these methods should be considered acceptable
and points should be awarded accordingly.

When splinting the extremity, the candidate is required to immobilize the associated hand or foot in the
position of function.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.
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As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Candidate

This station is designed to test your ability to properly immobilize a closed, non-angulated long bone
injury. You are required to treat only the specific, isolated injury to the extremity. The scene size-up and
initial assessment have been completed and during the focused assessment a closed, non-angulated injury
of the (radius, ulna, tibia, fibula, humerus) was detected. Ongoing assessment of the
patient's airway, breathing, and central circulation is not necessary. You may use any equipment
available in this room. You have (5) five minutes to complete this station. Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Splinting Joint

Instructions to the Evaluator

The candidate is tested on his/her ability to properly immobilize a joint injury using a sling and swathe.
The candidate will be advised that a scene size-up and initial assessment have been completed and that
during the focused assessment a joint injury is detected. The victim will present with the extremity
positioned at the side. For an elbow or shoulder, have the patient support the lower arm at a 90 degree
angle across his/her chest with the uninjured hand. For a knee, have the patient seated on the ground
upright with legs extended forward. For this station, the injured extremity should not be positioned away
from the body, behind the body, or any position that could not be immobilized by a simple sling and
swathe.

The candidate will be required to treat only the specific, isolated injury. Initial and ongoing assessments
of the patient’s airway, breathing and central circulation are not required at this testing station. The
candidate will be required to check motor, sensory and circulatory function in the injured extremity prior
to splint application and after completing the splinting process.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.
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“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Candidate

This station is designed to test your ability to properly immobilize a non-complicated joint injury. You
are required to treat only the specific, isolated injury. The scene size-up and initial assessment have been
accomplished on the victim and during the focused assessment a (elbow, knee, ankle,
shoulder) injury was detected. Ongoing assessment of the patient's airway, breathing and central
circulation is not necessary. You may use any equipment available in this room. You have (5) five
minutes to complete this station. Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Traction Splint

Instructions to the Evaluator

The candidate is tested on his/her ability to properly immobilize a mid-shaft femur injury using a traction
splint. The candidate will be advised that a scene size-up and initial assessment has been completed and
that during a focused assessment a mid-shaft femur injury was detected. The victim will present with a
closed, non-angulated, mid-shaft femur injury. The victim will be found laying supine with both legs
fully extended. The femur deformity should be an isolated injury with no complicating factors that would
concern or distract the candidate.

The candidate will be required to treat only the specific, isolated femur injury. Initial and ongoing
assessments of the patient’s airway breathing and central circulation are not required at this testing
station. The candidate will be required to check motor, sensory and circulatory function in the injured
extremity prior to splint application and after completing the splinting process.

There should be various types of traction splints at this testing station--specifically traction splints
commonly used in the local EMS system, a bipolar traction splint, and a unipolar traction splint.
Carefully note the comments listed on the evaluation form for unipolar versus bipolar splint application.

This requires that an assistant EMT be present during testing. Candidates are to be tested individually.
All assisting EMTs should be told not to speak but to follow the commands of the candidate. The
candidate is responsible for the conduct of the assisting EMT. If the assisting EMT is instructed to
provide improper care, areas on the score sheet relating to that care should be deducted. At no time
should you allow the candidate or assisting EMT to perform a procedure that would actually injure the
simulated victim.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:
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“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Candidate

This station is designed to test your ability to properly immobilize a mid-shaft femur injury with a traction
splint. You will have an EMT assistant to help you in the application of the device by applying manual
traction when directed to do so. You are required to treat only the specific, isolated injury to the femur.
The scene size-up and initial assessment have been accomplished on the victim and during the focused
assessment a mid-shaft femur deformity was detected. Ongoing assessment of the patient's airway,
breathing, and central circulation is not necessary. You may use any equipment available in this room.
You have (10) ten minutes to complete this station. Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Bleeding Control/Shock

Instructions to the Evaluator

This station is designed to test the candidate's ability to appropriately treat a life threatening hemorrhage
and subsequent hypoperfusion. This station will be scenario based and will require some dialogue
between you and the candidate. The candidate will be required to properly treat a life threatening
hemorrhage.

The victim will present with an arterial bleed from a severe laceration of the extremity. You will prompt
the actions of the candidate at predetermined intervals as indicated on the exam sheet. The candidate will
be required to provide the appropriate intervention at each interval when the patient's condition changes.
It is essential, due to the purpose of this station, that the patient's condition not deteriorate to a point
where CPR would be initiated. This station is not designed to test CPR.

The equipment and supplies needed at this station include field dressings and bandages, a tourniquet, a
blanket, an oxygen delivery system (may be a mock-up) and a non-rebreather mask.

Acceptable Practices

While the preference for tourniquet application is to use a commercial tourniquet device, improvised
tourniquets are acceptable if properly placed and utilized. Improvised tourniquets should be no less than
two inches in width. Triangle bandages and blood pressure cuffs are both acceptable mediums for an
improvised tourniquet. If a triangle bandage is used, a torquing device such as a pencil or pen must also
be made available. The improvised tourniquet is not properly placed unless the torquing device is also
utilized. They should be placed approximately 2 inches above the wound. Once a tourniquet is placed, it
should not be removed until the scenario is over. Removal of the tourniquet during the scenario will result
in a critical fail under the category “uses or orders dangerous or inappropriate intervention.” Successful
tourniquet placement occurs when the distal pulse is absent and “bleeding ceases.”

Due to the scenario format of this station, you are required to prompt the candidate at various times
during the exam. When the bleeding is initially managed with a pressure dressing and bandage, you
should inform the candidate that the wound is still bleeding. If the candidate places a second pressure
dressing over the first, you should again inform him/her that the wound continues to bleed. After the
candidate appropriately applies a tourniquet to control the hemorrhage, you should inform him/her that
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the bleeding is controlled. Once the bleeding is controlled, you should indicate to the candidate that the
victim is in a hypoperfused state by indicating signs and symptoms appropriate for this level of shock
(example: cool clammy skin, restlessness, BP 110/80, P 118, R 30).

Controversy exists in the national EMS community concerning the removal of dressings by EMTs when
controlling hemorrhage. This station does not require the EMT to remove any dressing once applied. If
the candidate chooses to remove the initial dressing to apply direct finger tip pressure, you should award
the point for "applies an additional dressing te the wound" since this is an acceptable alternative
method to control bleeding when the application of an initial pressure dressing fails to stop the flow of
blood.

This station requires the presence of a simulated victim. The victim may be an appropriate mannequin or
a live person. If used, the mannequin must be a hard shell and anatomically accurate.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.
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Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Instructions to the Candidate

This station is designed to test your ability to control hemorrhage. This is a scenario based testing station.
As you progress through the scenario, you will be given various signs and symptoms appropriate for the
patient's condition. You will be required to manage the patient based on these signs and symptoms. A
sceriario will be read aloud to you and you will be given an opportunity to ask clarifying questions about
the scenario, however, you will not receive answers to any questions about the actual steps of the
procedures to be performed. You may use any of the supplies and equipment available in this room. You
have (10) ten minutes to complete this station. Do you have any questions?

Scenario

You respond to a stabbing and find a 25 year old male victim. Upon examination you find a two (2) inch
stab wound to the inside of the right arm at the anterior elbow crease (antecubital fascia). Bright red
blood is spurting from the wound. The scene is safe and the patient is responsive and alert. His airway is
open and he is breathing adequately. Do you have any questions?
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PSYCHOMOTOR EXAM GUIDELINES -Oxygen Preparation and Application

Instructions to the Evaluator

This station is designed to test the candidate's ability to correctly assemble the equipment needed to
administer supplemental oxygen in the pre-hospital setting. The candidate will be required to assemble
the oxygen delivery system. During this procedure, the candidate must check the tank/regulator for leaks.
If a leak is found and not corrected, you should record a ‘0’ in the points awarded column, and check the
critical criteria.

The candidate should administer correct oxygen liter flow to a patient using a non-rebreather mask. The
candidate will be informed that the patient does not tolerate a non-rebreather mask and will be instructed
to administer oxygen using a nasal cannula.

Oxygen liter flow rates are normally established according to the patient history and patient condition.
Since this is an isolated skills test, liter flow rates of greater than 12 liters/minute for the non-rebreather
and less than six (6) liters/minute for the nasal cannula are acceptable.

The candidate will be required to discontinue oxygen therapy including relieving all pressure from the
oxygen tank regulator.

The equipment need at this station includes an oxygen tank, a regulator with a flow meter, a non-
rebreather mask, and a nasal cannula. The oxygen tank at this station must be fully pressurized (air or
oxygen) and the regulator/flow meter must be functional. The simulated patient for this station may be a
live person or mannequin. If a mannequin is used it must have anatomically correct ears, nose and mouth.

AFFECTIVE DOMAIN - measure of candidate’s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
“unreasonable” behaviors.

As a guide, but not intended to be exclusive:
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“Exhibits unacceptable affect with patient or other personnel.”
Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate’s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.

“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll
attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.

Due to the nature of this station, infection control measures must be enforced.

You should observe the candidate ventilating the mannequin for a period of 30 seconds. During this time
you should pay close attention to volumes. If you observe one ventilation error or less in 30 seconds
(volume only) you should award one (1) point. No points should be awarded if you observe two or more
ventilation errors in 30 seconds.

Instructions to the Candidate

This station is designed to test your ability to correctly assemble the equipment needed to administer
supplemental oxygen in the pre-hospital setting. This is an isolated skills test. You will be required to
assemble an oxygen tank and a regulator and administer oxygen to a patient using a non-rebreather mask.
At this point you will be instructed to discontinue oxygen administration by the non-rebreather mask and
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start oxygen administration using a nasal cannula because the patient cannot tolerate the mask. Once you
have initiated oxygen administration using a nasal cannula, you will be instructed to discontinue oxygen
administration completely. You may use only the equipment available in this room. You have five (5)
minutes to complete this station. Do you have any questions?

EMS Commission Approved 6/20/14 Amended 8/22/14



PSYCHOMOTOR EXAM GUIDELINES — Ventilation and Airway Management for Apneic Patient

Instructions to the Evaluator

This station is designed to test the candidate's ability to effectively ventilate a patient with supplemental
oxygen using a bag valve mask technique. The candidate is to be advised that the patient is apneic and has
a central pulse. Upon entering the skill station, the candidate with be required to suction the patient and
place an oral adjunct appropriately. When ventilating the patient the candidate must provide adequate
volume per breath, this should produce visible rise and fall of the chest.

This station requires a mannequin that is capable of being ventilated so that the evaluator can observe the
chest rise and call with each ventilation. The equipment need at this station includes an oxygen tank, a
regulator with a flow meter, rigid suctioning device, OP airway and a bag valve mask with appropriate
mask (adult size) and tubing. The oxygen tank at this station must be fully pressurized (air or oxygen) and
the regulator/flow meter must be functional.

AFFECTIVE DOMAIN - measure of candidate‘s attitudes, behaviors, and professional attributes when
providing patient care in the examination setting. Any failure for a critical criteria relating to affective
domain should be based upon a clearly defined “offensive” observations by the evaluator and not just
‘“unreasonable” behaviors.

As a guide, but not intended to be exclusive:

“Exhibits unacceptable affect with patient or other personnel”

Lack of INTEGRITY. Cheating, lying, and/or deliberate disrespectful/insubordinate behavior.

Lack of EMPATHY. Deliberate over-bearing or belligerent behavior or repeatedly stepping over the
patient.

Lack of PROFESSIONAL APPEARANCE AND PERSONAL HYGIENE to the extent that detracts from
the candidate‘s performance such as inappropriately fitting clothing or poor personal hygiene.

Lack of RESPECT. Deliberate demeaning terms or derogatory language.
“Failure to manage the patient as a competent EMT”

Lack of TEAMWORK AND DIPLOMACY to the extent that the overall treatment effort results in failure
to adequately manage the patient.

Lack of COMMUNICATION. Failure to communicate with simulated patient clearly or patient care
strategies that are not clearly relayed to other assistants (such as failure to order an organized log roll

attempt in a spinal immobilization).

For further guidance, see the complete explanation in the Scoring section of the EMS training manual.
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Due to the nature of this station, infection control measures must be enforced.

You should observe the candidate ventilating the mannequin for a period of 30 seconds. During this time
you should pay close attention to volumes. If you observe one ventilation error or less in 30 seconds
(volume only) you should award one (1) point. No points should be awarded if you observe two or more
ventilation errors in 30 seconds.

Instructions to the Candidate

Ventilation and Airway Management for Apneic Patient

This station is designed to test your ability to effectively ventilate a patient with supplemental oxygen
using a bag valve mask technique. The patient management required is suctioning of the patient,
placement of an oral adjunct and ventilatory support using a bag valve mask technique with supplemental
oxygen. You must ventilate the patient for at least 30 seconds. You will be evaluated on the
appropriateness of ventilatory volumes. You may use any equipment available in this room. You have
five (5) minutes to complete this station.

Do you have any questions?
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APPLICATION FOR WAIVER OF EMS COMMISSION RULES (836 IAC)

State Form 54693 (5-11)

INSTRUCTIONS: Please complete all sections of this form. Please make your answers specific.
You may atfach any additional supporting documentation needed to support

your application.
______ _ APPLICANT INFORMATION o
Name of apphcant (Person who would be in violation, if the waiver is not granted.) | Title PSID or Provider number
Parke and Vermillion County Ambufances P-0111  V-0818
: Telephohe number - 01her telephone rumber” | E-mai address o o ’
(812 ) 237-8698 {812 ) 2373121 apowe"@uhhg org
*Name of organization, if applicable ’ o e e L Type T

[J Training lnstltutlon Provider

Union Hospitals Richard G. Lugar for Rural Health

. Address (number and street, cily, slate, and ZIP code)
(1433 N. 6 1/2 Street Terre Haute, Indiana 47807

: Has the Preparedness and Trainiﬁg Division issued a violation order? }
} 3 Yes Na :If yes, aitach a copy of the order.

DESCRIPTION OF REQUESTED WAIVER

" List the specific commission rule (836 IAC number).
;8361AC 4-4(e) (1) (A), B361AC 44 (e) (1) (B)

{: Nature of non-compliance (how you do not comply with the rule)
‘{:Respectfully request that the EMS Commissioners re-evaluate the Basic Life Support pilot program whereby the providers are

;1 acquiring and transmitting electrocardiograms through the utilization of the pateint assisted device. We are prepared to submit 2 years :
“Lof findings for reveiw by the commision. We are currently functioning under a year three approval through the 1U- IRB that will expire |
jin March of 2015.

DEMONSTRATION THAT PUBLIC HEALTH, SAFETY, AND WELFARE WILL BE PROTECTED

‘Select the most appropriate statement befow:

A Non-compliance with the rule will not jeopardize the quality of patient care.

[] Applicant will undertake alternative actions in lisu of compliance with the rule to ensure that granting the waiver will not jecpardize the quality of
patient care. Explain why altemative actions would be adequate (be specific).

| Facts demonstrating that the above selected statement is true:
The EMS Commission supported theproject to investigate rural and remote alternatives for ambulances that are Basic and/ or

Advanced EMS service. The Parke and Vermillion BLS EKG waiver was originally presented 1o the EMS Commission on January 19,
2012. At that time it was supported Dr. Olinger with the condition that an IRB would be providing oversight. In light of the changes to
the current provider skills levels we are requesting a ruling by the EMS Commision regarding these findings (attached).

STATEMENT OF UNDUE HARDSHIP

"B36IAC™-1-4(b) allows the Commission to waive any rule thit imposés an undue hardship o the person (except rules that sets forth educational™
standards)

"Facts demonstraimg that comnpliance with the rule creates an undue hardship:

=T Pﬁll‘\‘tédvri'arﬁé'éf appllic'a'nt" T - "7} Date (hvonth, Hay, year)
1 Angela M Powsli 5/5/2014




APPLICATION FOR WAIVER OF EMS COMMISSION RULES (836 IAC)

State Form 54693 (5-11)

INSTRUCTIONS:. Pleass complete all sections of this form  Please make your answers specific.
You may attach any additional Supporting documentation needed to support

your application.
, , . APPLICANT INFORMATION _ .
“Name of applicant (Person wha would be in violatian,  the waiver /& not granted) | Tite o . PSID or Provider number
Parke and Vermillion County Ambulances L e . P-0111 v-0818
Telephone number o | Other telephotie number ’ 0 |UE-mak sddress ) '
(812 230-3362 (512 ). 237-8698 | apowell@uhhg.org

Name of organization, f applicibls Tvpa

-Union Hospital's Richard G. Lugar Center for Rural Health

* Address (numbsr and strest, Gity. state. snd 2P code)
;1433 N 6-1/2 Street, Terre Haute, IN 47807

Has the Preparedne;s snd Traiﬁing Division issued & Rvidlaﬁon order? )
[ Yes ¥l No * if yes, attach a copy of the order.

| YT ———— (836 IAC number),
8361AC 4-4-1(ej (1) (A), 8361AC 4-4-1 (e) (1) (B)

Nature of non-comgliance (how y6u do not comply with the ruls}

Request a 8 month extension regarding the waiver to enable basic life support and advaniced life support providers to acquire and
fransmit 12 lead EKG’s through the use of a patient assisted 12 lead device for completion of study data reporting to IRB, and EMS
Commission . This waiver will allow the submission of the 1 year data collection period approved by the Indiana University- IRB March
16, 2012- March 14, 2013 {Attached - Document A) ' ;
o . DEMONSTRATION THAT PUBLIC HEALTH, SAFETY, AND WEI FARE WILL BE PROTECTED

Se/e& the most appropriate statemerit below:

' Non-compliance with the rule will not jeopardize the quality of patient care. ,

03 Appficant will undertake alternative aclions in lieu of compliance with the rule (o ensure that granting the waiver will not jeopardize the quaiity of
patient care. Explain why alfemative actions ‘would be adequale (be specific).

. Facts demonstrating that the above sefected stalement (s kriis:
1+ The Parke and Vermillion BLS EKG waiver was originally presented to the EMS Commission for consideration on January 19, 2012.
- With the recommendations of Dr. Michael Olinger the EMS Commission agreed to support the waiver as long as the study was
supported by an IRB. The IRB is supported by WU Health with Dr. James Tumner as the acting principle investigator.. Permission is

| requested to complete the study and repart findings to the EMS Commission is March of 2013.

STATEMENT OF UNDUE HARDSHIP

1836 IAC 1-1-3(b} aliows the Commission (& waive any rule that imposes an Undos hardship oft the person (except rules that sefs forth edusatioral =~ =
standards),: ) . T .

| Fadts demonstating that compliance with the e sraatss ay oo hardshigs
i N/A

e

7 SIGNATURE

‘ Printed name of ﬂm{

Ny




INDIANA UNIVERSITY INSTITUTIONAL REVIEW BOARD (IRB)

RENEWAL
OPEN TO ENROLLMENT
Reviéwing IRB (;b)léasbe éhooée ﬂne): . - - IRB STU'BYNUMBERIZOZZOOSOW
Biomedical: [JIrB-02 X 1RB-03 [ IRB-04 [ ] IRB-05

Behavioral: {11rB-01 {JIUB IRRB

Please type only in the gray boxes. To mark a box as checked, double-click the box, select “checked”, and click “OK”. Please see the
. Contznumg Rewew/Closeout Form Instructzons ;’01 more m/bz mation,.. .

,:II\VESTIG '\TOR INFORMA ON

Ffincipa[‘Investigétafﬁ
Name (Last, First, Middle Initial): James A. Turner. DO
Department: Assistant Professor CFM~ Phone: 812-238-7479 =~ E-Mail: jtumer@ubhg.org

Additional Study Contacts:
Name: Angela Powell, RN, BSN Phone: 812-238-7479

Name: JoeBiggs,PHD Phone: 812-238-7479
Name: Stephanie Laws. Phone: 812-238-7479...

Project Title: Basic Life Support Technician EGK Transmissien from Rural Areas

Funding Source: HRSA - OAT Sponsor Number: #H2ARH20178

Spousor Type: X Federal [ ] Federal Pass-Through [_] State [ ] Industry {1 Not-for-Profit [_] Unfunded [_] Internally Funded
Funding Status:  [] Pending [X] Funded [ ] N/A

SECT[ON II CURRENT STUDY STATUS

<) ONGOING - OPEN TO ENROLLMENT
Date study was initiated: March 16, 2012
Projected date of completion: March 16, 2015

(Select one below)
D{ Enrollment of new partmlpants or review of records/specimens continues
(7] No participants have been enrolled to date, Please explain, then skip to Section V:

(] Piease check here if the study is currently suspended (temporarily) and indicate the reason(s) for the suspension:

SECTlO'\I II[ SU’BJECI‘ SUMMARY

v X wCheck here if your study unhzes records or specunens VETSUS human sub]ects When the form asks for the number of subjects,
document the number of records/specimens that have been reviewed or collected.

P Check here if the IRB has approved a waiver of consent for your study, When the form asks for the number of subjects consented,
document the number of records that have been reviewed or the number of individuals enrolled.

1 IRB Form v10/31/2013



1. Subject Summary Table

B _ ) On-Site
‘Since Iast IRB | Total rumber of subjects CONSENTED 38
review “Total number of subjects who FAILED SCREE\TI\’G (e g found mellglblc to partlmpate) 0
Total number of subjects who have WITHDRAWN from the study » T 0 v
Since Total number of subjects CONSENTED ) 'Q 96
beginning of e - A s =
study TotaI number of subjects who FAILED SCREEN[NG (e.g. found ineligible to participate)
} Total number of subjects who have WITHDRAWN from the study
Number of ACTEVE subjects R
- Nurober of subjects who have COMPLETED the study 7 " ' B k T 0 B

If necessary, please provide further explanation regarding the subject summary: The subject group is limited to
patients that activate Parke and Vermillion County ambulances through the ¢-911 dispatch centers with a chief complaint
of “chest pain” including the following signs and symptoms of coronary syndrome; chest pain, jaw pain, left arm pain,
neck pain, nausea, shortness of breath, dizziness and sweating. EMS providers determine eligibility and assist the patient to
obtain a 12 lead EKG through the utilization of the non-invasive Physioglove device. All project data is collected through
the review of closed medical records including emergency department records, EMS run reports and actual EKGs as saved
o secure server.

2. Withdrawal. Have any subjects withdrawn from the study since the last IRB review?
X No

[} Yes, state the reasons for withdrawal;

3y Justification for Study Continuation. Have subjects accrued in the study since the last IRB review?

Yes

[J No. Justify study continuation:

4. Vulnerable Populations. Are any of the subjects who have consented or enrolled in the study members of a vulnerable population?
X No. .
[J Yes. Has the IRB previously approved enrollment of these subjects? [ | Yes. Continue to Question 5.
"] No. You must submit an amendment to the IRB to request the inclusion of these subjects. Subjects in
the the following vulnerable populations were enrolled without IRB approval.

[] Children ‘[[] Pregnant Women and Human Fetuses
[] prisoners ‘ . :[:];}Economically/EducationaHy Disadvantaged
(] Cognitively Impaired EJStudents

5. Short Form Consent. Were any subjects consented using the short form written consent document?

No.
[} Yes. Please describe the circumstances of each subject enrolled, including language in which the consent process was
conducted: :
{7] s there a reasonable possibility that additional subjects who speak this language could be enrolted?
{1 No.
[] Yes. Please submit a u’anslatcd version of the IRB-approved consent document for review and approval
by the IRB.

6. For studies employing waivers of assent:
a. State the number of assent waivers that were employed since the last IRB review: _
b. Explain the circumstances surrounding each assent waiver employed:
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SECTION IV: ETHNIC/RACIAL REPORTING REQUIRED FOR FEDERALLY-SPONSORED AND VA STUDIES

.. SUBJECT ACCRUAL e
e o . Sex/Gender. e
Ethnic Category " Females 1 Males” | "Unknaowa 6™ 7
" Not Reported |

o

{ Hispanic or Latino

Not Hispanic or Latino

Unknown (Individuals Not Reporting Efhnicity) " R T 96

| Ethnic Category Total of All Subjects® ... L I SR N L %6

1 Racial Categories

Amcrlcan Ind1an/A1aska Natlve

Asian

Native Hawaiian or Other Pacific Islander

_' Black or African American

White, . . - T 13 T 38

More Than One Race

Unknown of Not Reporied |

| Ractal Categories Total of All Subjects* j , o 54 38

If ETHNIC and RACIAL category totals are not equal, please explain:

1. Have there been any unexpected problems recruiting participants, especially subjects in a particular category (including children
and women)?

Xl No.
[ Yes. Please explain:

2. Is this study conducted at, funded by, or recrniting from the VA?

X No.
[1 Yes. Inthe table below. please indicate the total number of VA subjects enrolled in the study and indicate in which categories

those subjects fall and how many represent each category indicated.

”ggtal'gyg;pgr o‘f‘ VA spbjects: »

| Children;

Cogmtively Impaired:.

_Economically/Educationally Dlsadvantaged
Pregnant Women and Fetuses
Prisonersi™™ "~~~
Students;,

Jolololololio|

4mmummm

SECTION V: Stupy SUMMARY OF EVENT S

1. Smce the last IRB review, did any unanthpated problems, including adverse events, protocol dev1at10ns or subj ect complamts
or noncompliance occur that required prompt reporting to the IRB?

No.
7] Yes. Were these events reported previously to the IRB and VA, if applicable?

{7} No. Please explain why these events were not previously reported:
[] Yes. Provide a summary of these events;
[ 1 Check here if the summary is attached.

2. Since the last IRB review, did any protocol-related adverse events, subject complaints, or protocol deviations occur on-site that
y did net require prompt reporting to the IRB?
/ @ No.
[J Yes. Provide a summary of these events:
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[[] Check here if the summary is attached.

~¥: I there a data safety monitoring plan for this study?

™ No. This study is minimal risk (exempt or expedited).
{7 Yes. Does the plan include a data safety monitoring board?

[] No.

{1 Yes. Please provide the most recent monitoring report if it has not already been provided to the IRB or explain why
one cannot be provided:

4. Based on the above information, do you feel the validity of the data is affected?

X No.
[J Yes. Explain:

5; Based on the above information, do you feel there is an increase in risk to subjects or others or in the frequency or severity of
adverse events, protocol deviations, problems, complaints, efc. since the last IRB review?
No.
[[] Yes. Explain:

'SECTION VI: SUMMARY

Describe the progress of the research, including any preliminary observations and infermation about study results or trends:

If ne progress description is provided, please explain why: The Basic Life Support (BLS) electrocardiogram (EKG) transmission
study was implemented in the counties of Parke and Vermillion on March 22, 2012. Prior to study implementation all participating
EMS providers and emergency department staff received orientation to the BLS EKG study protocol. 15 BLS — Emergency Medical
Technicians (EMTs) from Parke and Vermillion counties were educated for participation in the program. Education included protocol
review, equipment training, and general education on the identification of heart attacks. All participants were required to return
demonstrate individual competency in EKG transmission by completing the acquisition and successful transmission of at least two
EKGs during the class. To evaluate the perceptions of EMS staff members regarding the EKG transmission process and equipment all
BLS staff completed 2 5-question Likert survey immediately following training. A summary of EMS providers responses are provided
‘the table below. In March of 2013 the survey will be re-administered and comparison data will be coliected for evaluation.

Questions | Strongly | Disagree | Neither :| Agree

Disagree |.

{TEKG transmission is useful in the care of chest pain patients

1’ The Phyioglove is simple to apply

| Patients can easily assist staff with the application of the glove ... ...

EKG transmission is possiblé without disfupting patient care

IESESEILSIES

" 1 am confideérnt that I can apply and transmit EKG’s within the protocol i : 1

In year two of the study 38 patients transported by EMS have met the approved protocol criteria for EKG transmission. The study
findings are summarized in the table below. BLS-EMTs have demonstrated their ability to consistently navigate protocol and
techmology through the successful transmission of EKGs. The Principle Investigator reviews all EKGs to determine diagnostic quality
and education is provided to BLS providers as recommended. It should be noted that of the 3§ patients in the study there were no
patients with the diagnosis of ST - elevation myocardial infarction (STEMI). The primary purpose of the study is to evaluate the
impact of rural BLS EKG transmission from the field and 1its ability to impact door-to balloon times on the STEMI population. The
researchers are in the process of investigating the causation for this phenomenon. Based on the fact that there have been no patients
with a STEMI diagnosis transported by ambulance in the study counties this year an extension of the IRB is essential for further
investigation and evaluation regarding the impact of rural BLS EKG transmission on cardiac patients with a diagnosis of STEML

In addition to the data findings related to rural patient impact and EMS integration this study has provide insight into areas that warrant
additional research including: the barriers and challenges of rural EMS as it relates to budgetary restrictions; EMS staffing shortages in
rural areas; challenges related to cellular coverage and radio transmission in remote areas; and barriers related to the perceptions of
—ral populations regarding the early activation of EMS for heart attack care. Implementation of this study protocol has highlighted the

»,;’pact that pre-hospital care integration has on internal guality improvement and coordination of care for the chest pain patient.

"On March 22, 2013 the findings of year one of this study were presented to the Indiana EMS Commission to provide information to

assists the members in making a determination regarding the future of BLS provider —and EKG transmission in the state of Indiana.
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Since that date the EMS Commission has approved and implemented new guidelines that will go into effect in July of 2014. These new
guidelines will allow the EKG transmission by the “basic- advanced” level provider. As of this writing all of the basic level providers
- te currently enrolled in a “bridge” course to certify them at the next level of EMS service. At the fime of the training completion these
}encics will be allowed to transmit 12 lead EKGs under their new protocols.

Parke Countv EMS Vermlllwn Countv EMS 0
Total BLS EKG Transmissions Rt 5 4 Total BLS EKG Transmlssmns 33
| Total Number of Subjects that met eriteria for EKG | 5 | Total Number of Subjects hat met criteria for EKG | 33 |
Total BLS EKG Diagnostic Quality . 5| Total BLS EKGs Diagnostic Quality R 32 |
.Total BLS Non-Diagnostic Quality | it 0 1 Total BLS NonADiagnostic Quality 1 v
Total Numbers of Failed Transmissions —Technician_...|'. 0. ,Total Numbcm of Failed Transmissions — User Error | 1
Total Numbers ef Failed Transmissions — Technology 1 v : Total Numbcrs of Failed Transrmaswns —Technology: | 2
| Total Number of STEMIs | o | Tott Number of STEMIS » ' 1o _
| Average Scene to EKG Time (minutes) . 12,2 | Average Scene to EKG Time g V B 82 V
_Average Acquisition to Transnussion Time .~ 72 _Average Acquisition to Transmiésion Time . B A 3.2 1

1. Have subjects experienced any direct benefit(s) from their participation in the study?

[} No.
X Yes.

Please explain: Patients participating in this study receive the additional benefit of having a pre-hospital EKG reviewed by the
rural emergency department physician, Pre-hospital EKG evaluation provides crucial information that assists the emergency
department team in the accurate triage patients prior to hospital arrival.

T3 any recent literature has been published or presented by you or others since the last IRB review, has it demonstrated a significant
impact on the conduct of the study or the well-being of subjects?
{X] N/A. There has not been any recent literature published or presented since the last IRB review.

] No.

[J Yes. Attach a copy or explain:

3. Have there been any audits from federal agencies conducted since the last IRB review that identified unanticipated problems
involving risks to subjects or others or noncompliance? .

X No.
[C] Yes. Attach the report(s).

4. Do you believe the risk/benefit ratio has changed based on all of the information provided on this form and any attachments?

X No.
] Yes. Explain:

SECTTION VII: CO-INVESTIGATOR UPDATE
I This submission does NOT include additions or removals to the Investigator List. Proceed to section VIII.

{"] This submission includes additions or removals to the Investigator List. The updated Investigator‘List is attached.

The following investigators are being added to the current Investigator List:

The following investigators are being removed from the Investigator List and will no longer be participating in this research:
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. SECTION VIII REQUIRED ATTACHMENTS

: AJl current study documents maust be mciuded with your continiiing réview submission. Please check the apprepnate bomzs o

as they apply to your study.

[7] Assent, dated: (] Recruitment materials (please list and date):
Number of assent documents: _. (J Request form(s) for valnerable population(s) (please
[J Authorization, dated: listand date);
Number of authorizations: ... X Surveys, questionnaires (please list and date): EKG
[] Clinical Investigator’s Brochure, dated: Surve
[} Drug or Biological Products Form, dated: < Summary Safeguard Statement or HUD Form, dated:
X HIPAA & Recruitment Checklist, dated: 2-9-2012 2:10-2012.
[J Informed Consent, dated: (] Study Information Sheet
Number of consent documents: . DX Test Articles Supplement, dated:
[[] Medical Device Form, dated: [ Other (please list and date):

Protocol, dated:

Include the follewing documents, as applicable:

Publications, if you answered YES to VL3. above

Audit reports, if you answered YES to V1.4 above

Summaries, if you indicated in Section V that summaries are attached

DSMB report, if the study includes a DSMB and you are submiiting the most recent DSMB report
Interim findings, if there are any to report

Multi-center trial reports, if there are any available

g

0o0Caa

NOTES:
e No changes to previously approved study documents are allowed at the time of continuing review unless requested by the TRB.
s Incomplete submissions will result in a processing delay, which could result in study expiration.
VA Requirements: For studies conducted at the VA, utilizing VA funding or VA patients, you must provide a copy of the
approved continuing review form to the VA Research Service office.

SECTION IX: INVESTIGATOR STATEMENT OF COMPLIANCE ) ’

By submitting this form, the Pr1n01pa1 Investlgator assures that all information prov1ded is accurate. He/ she assures that procedures
performed under this project will be conducted in strict accordance with federal regulations and Indiana University policies and
proccdures that govern research involving human subjects. He/she acknowledges that he/she has the resources required to conduct
research in a way that will protect the rights and welfare of participants, and that he/she will employ sound study design which
minimizes tisks to subjects. He/she agrees to submit gny change to the project (e.g. change in principal investigator, research
methodology, subject recruitment procedures, etc.) to the Board in the form of an amendment for IRB approval prior fo
implementation.

[ Rev. 07/07
Recorded in the Minutes of:




_ SECTIONX:IRBAPPROVAL . . .. . . .
R Y B P

‘ :f'ype of review: [£] Full Board
’ ' B4 Bxpedited, Category: 4 &7 Approved for a period of: [X] one (1) year [ ] two (2) years

STATUS OF STUDY: ONGOING - Open te Enrollment

| This continuing review has been reviewed and approved as meeting the criteria for IRB approval as outlined in 45 CFR 46.111(a) by
| the Indiana University IRB, Based on the criteria for determining the frequency of continuing review and the level of risk, this study |
will expire on: . If the study is not re-approved prior to that date all research activities must cease on that date,

including enrollment of new subjects, intervention/interaction with current participants, and analysis of identified data.

Authorized IRB Signature: - _ ] - — ... IRB Approval Date:

} Printed Name of IRB Member: |,

For [U Human Subjects Office use only: -

Recorded in the Minutes of: . .
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INDIANA UNIVERSITY INSTITUTIONAL REVIEW BOARD (IRB) REVIEW
SUMMARY SAFEGUARD STATEMENT

" IRB STUDY NUMBER: 1202008

PRINCIPAL INVESTIGATOR: James A. Turner.
DOCUMENT DATE: February 10. 2

THIS FORM MUST BE NEATLY TYPED, (DO NOT TYPE ON THE REVERSE SIDE OF ANY FORMS). Note: To chet
box on this forim, deuble-click the box and seleet “Checked® under “Default Value.”

STUDY TITLE: Basic Life Support Technician EKG Transmission from Rural Areas

,l:

Please tepe only in the gray boxes. To mark a box as checked, double-click the liox, select “checked™; and elick "OK”,. . .
L " "SECTIONI; STUDY DESCRIPTION T

nion Hospital's Richard G. Lugar Center for Rural Health, Telemedicine and nnovative Technologies Department, is
investigating optious for field transmission specifically in relation to door to balloon times and ST Elevation Myocardial
Infarction (STEMI) care. This project is a time sensitive grant funded project sponsored by the United States Department
Health and Human Services (HHS), Health Resources and Services Administration (HRSA), Office for Advancement of
Telehealth (OAT). The project scope is timited to field transmission of EKGs for the care of the acute coronary patient
experiencing 2 STEMI. This project is budget neutral and there are no related Basic Life Support (BLS) level charges or
income revenue streams. All equipment purchases will be supported through grant funds. [ 2010 the receiving CAI tree
a total of 160 chest pain patients in the Emergency Department. Of those patients, 23 (14%) were diagnosed with Acute
Myocardial Infarction (AMI), 18 of those 23 patients arrived by ambulance. Implementation ofa 12 Lead
Electrocardiograph (EKG) program has the ability to impact 160 rural cardiac patients per vear, Rapid identification of
patients experiencing a STEMI will facilitate prompt treatment for this life threatening diagnosis.
The primary goa! of this research project is to gain additional information on the how field transmission of EKG’s can
impact the door-to-balloon times for rural patients in remote outlying counties in Indiana. Emergency Medical Technicia
~Basic (EMT-B) and Emergency Medical Technicians- Advanced (EMT-A) will utilize the patient assisted, Food and D1
Administration (FDA) approved, Physioglove device to obtain and transmit EKG's from the field. Every patient that is
treated for a chest pain diagnosis will receive an EKG tracing that will be transmitted to the closest receiving Emergency
Department. Early transmission of EKG’s will allow for coordination of services through the receiving Emergency
Department Physician and prompt activation of the “Code STEM] process for rapid deployment of the cardiologist and
catheterization team.

Does early transmission of patient assisted EKG by BLS (EMT-B and EMT-A) personnel impact door-to-balloon times
rural patients? Our hypothesis is that early transmission of the EKG to the local critical access hospital will offer the
emergency department staff and the cardiac catheterization team additional minutes to coordinate and prepare for the arriy
of the STEMI patient. Currently, rural patients in Parke and Vermillion Counties are transported up to 30 minutes prior ta
arriving at the {ocal Critical Access Facility (CAH). Treatment at the CAH is coordinated and succinet due to the current i
house “Code STEMI" process. The goal door to transfer time for this non- Percutaneous Coronary Intervention (PCI) faci
is 25 minutes. Consistent delivery of this goal results in an unwarranted delay to PCI. At the CAH an EKG is obtained an¢
patient care is administered based on thése findings, Transportation arrangements such as an Advanced Cardiac Life Supp
(ACLS) certified transport nurse and/ or Paramedic fransport are arranged at this time. Field transmission of the EKG will
allow the CAH staff to initiate ACLS/ Advanced Life Support (ALS) transport and activate the “Code STEMI™ team prior
the patients” arrival. Early activation will support the rapid deployment of the cardiac catheterization team.

The pilot study is designed to evaluate patient-assisted electrocardiogram (EKG) transmission from the field to the nearest
receiving facility for basic and advanced level providers. The pilot study time line is one (1) year from the date of [RB
approval. This siudy applies to patients transported by Parke and Vermillion County Ambulance services only. It is our be
that the new technology will provide a standardized method for basic and advanced level providers to acquire and transmi
EKG's from the pre-hospital care setting to the CAH prior to the patient’s arrivil. This process will facilitate rapid
notification and coordination of the existing ‘Code STEMI™ process to ensure caiisistent PCI access of less than 90 minute
from the time of symptom onset.

SECTION [I: HIPAA ™~

]
7

} A, Are you part of a covered entity or are you involving a covered entity in your research? Please review the Covered Entity

Cheeldist for guidance,



] I. A recruitment database that includes health or demographic information will be developed and used to identify
recruit potential research subjects. NOTE: If you plan to use this research database as a recruitment tool for fu
research projects, then a separate research database protocol should be submitted to the IRR for approval.

Please describe:
E} 2. An existing IRB-approved recruitment database will be used for this project.

Please Provide the IRB # for the approved Recruitment Database Profocol:

{Tj_ 3. An existing research database (i.c. data that was previously collected for research purposes and not patient care) wil
used for recruitment for this project.

Please describe:

Submit an Auvthorization for recruitment for IRB Approval or request a Waiver of Authorization in Section If below.

SECTfON III: AUTHORIZATION FOR THE USE/DISCLOSURE OF PROTECTED HEALTH INFORMATION.

[7 1willbe obtaining an authorization for the release of health information for research at the time of enrollment/consent. Please
submit a copy of the authorization for review.

XA Tam iéquestingd waiver of anthgrization for the release of healil ffornation for the followiitg provcedures (cheek all that app
and complete questions 1-3 below): -

X Recruitment. A waiver of dutiorization
prior fo enrollment in the study in order to determine-eligibility
authorization. ‘ '

Participation in the study. A waiver of authorization for participation allows the study team to wtilize, access. collec

generate study subjects” PHI without requiring subjects to sign a written authorization.

‘for recruiiment allows the study team fo-view poteniial participants’ PHI
+ without requiripg potential participants ta sign a wri

NOTE: Approval of a waiver of authorization for recruitment does not imply approval of a waiver of authorization
participation. Any waiver of authorization, whether for recruitment or participation, requires you to track the disclosure
health information for a period of six years.

Request for a waiver of authorization for the release of health information
1. Explain how this research involves no more than minimal dsk of loss of privacy to the subject,
All chart reviews are completed on closed records by the ptinciple and secondary investigators only. Patient records wil
reviewed for items specific to the field EKG process via a secure web portal with password protection. All information
be de-identified for the purposes of statistical analysis and quality reporting

a. Describe (he plan for protecting the identifiers from improper use and disclosure,

Patient informalion will be de-identified to date of service and accournt# at the time of the chart review for internal
audits by the secondary investigator, PH! will be completely de-indentified for external reporting.

b, Describe the plan to destroy the identifiers at the earliest opportunity that is appropriate for the research study.
Identifiers may only be maintained following completion of a study if there is a legitimate reason for maintaining the
data {e.g required by law, etc.).

Identifiers will be eleminated post the initia! report to internal reveiws for quality process improvement. Records
maintained for the three year requirement will be identified by date of service and diagnosis only.

® Emerson Strategic Group, Inc. Conﬁ(icnﬁal — For Intemat 1U Use & Reference Only g
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[] NO. You are not subject to HIPAA. For additional information, please see the Covered Entity Checklist available on th
IU Human Subjects Office website. Proceed to Section I11.
YES. Continne below:

B. Will protected health information (PHI) be utilized, accessed, collected, or generated as part of the study? For additional
guidance on PHI, please refer to the definitions in the Standard Operating Procedures document.
[[] NO. Your research is not subject to HIPAA. However, will health information (that is not PHI) be used that is:
[ De-identified?
[T] Part of a Limited Data Set?
(] Health information will be received from a scparate covered entity from that of the investigator, You must estak
a data use agreement with the entity providing the health information.
[ Health information will be obtained from within the investigator’s own covered entity. No data use agreement is
required. s
[T} No health information will be utilized in any form.
] YES. Your research is subject to HIPAA. Complete the HIPAA& Recruitment Checklist.
I . B .. SECTION HI: PERFORMANCESITE
> Indiana University B B
[[]. TUB Campus. Please state school/department/location(s):
[_} IUPUI Campus. Please state school/department/location(s):, . ..
[l Bradford Woods T
[] Center for Survey Research
[] Center for Evaluation & Education Policy (CEEP)
[T} Indiana CTSI Clinical Research Center*
[] lndiana Institute on Disability and Communication
{]' U Simon Cancer Center*
1 Krannert Institute of Card iology*
{1 Kinsey Institute
- [LJ Oral Health Research Institute
K Other: U~ Terre Haute Cargiss’
{] Health & Hospital Corporation of Matfon County
[] Bell FlowerClinie
"] Midtown Mental Health*
{1 Wishard Memorial Hospital* .
[J Community Health Clinics/Centers
[[] Hospita/ER
[J Non-primary care
(] Wishard Specialty Clinics
[] OB/GYN Clinics
[ Indiana University Health (Clarian) Facilities
{1 Bloomington Hospital
D” Beltway Centers
1} Methodist Hospital
D Methodist-A ffiliated Centers/Private Practices
177 North Hospital
[} Riley Hospitat for Children
[} University Hospital
[] West Hospital
(] Other
[} U Health Clinics. Please list location: .
(] U Medical Group Specialty Clinic (IUMG-SC). Please Hst location: .
(] Larue Carter Hospital
(1 Monroe County Community School Corporation. Please list school:
(1 Regenstrief Institute ’
[ ] Rehabilitation Hospital of [ndiana
-] Richard L. Roudebush Veterans Affairs Medical Center*. (Complete the Request Form for VA Research)
] Otherr .
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* Additional information and/or approvals may be required prior fo submitring and/or initiiting the research. Please see the I
Hianan Subjects Office website and check with the specific performance site for-additiorial infarmtion.

B. Please list other facilities not under the direct supervision of the investigator where research-related procedures will be perforn
(e-g. pathology, nursing, pharmacy, radiology, counseling). * '

Union Hospital Clinton, Parke County Ambulance, Vermillion County Ambu lance, Commwell Medical

You must ensure these persons/facilities are kept adequately informed about the study and their research-refated dutie
and functions as they relate to the protection of human participants.

.. .. SECTIONIV: SUBIECT POPULATION -

A. Subject Population. Check all subject population categories below for which there is a reasonable expectation of enrollment

this research study:
] Children (Complete the Request Forn £t the Inélusion of Children in Research)
L Copnitive ed (Complete the Request Forin. for the Inclusion of Cognitively Impaired Individuals in Research)
[ 7 Economically/Educationally Disadvantaged )

[ Pregnant Wonien, Human Fetuses, or Fetal Miterial (Complete the Request Form for the Inclusion of Pregnant Wome
. Human Fefuses, and Neonates in Reseatch) ' '
{3 Prisoners {Complete the Request Formi for the Iislusion of Prisoners in Research)
[] Subjects Outside of U.S. Targeted for Enrollment (Coinplete the Transnational Research Information Form) _
3 Veterans.or researeli funded by the VA, utilizing VA ¢ o, property or resources, or enrolling VA patients. (Complete t]
Request Form for'VA Research) v L ' ,
(3 Students. When there is 4 teachep-student relationship dynamic or when using a student subject pool, complete the folloy

guestiong:
1. Clarify the necessity for involviag students in the research:

2. Explain how the possibility of coercion or undue influence will be minimized when informed consent is being sought

Explain what genuinely equivalent alternatives are available for students who wish not to participate:

(¥ e

B. Inclusion/Exclusion.
Inclusion Criteria:
¢ The subject group will be limited to patients that activate Parke and Vermiltion County ambulances through the e-91
dispatch centers with a chief complaint of “chest pain” including the following signs and symptoms of coronary syhdrome
chest pain, jaw pain, left arm pain, neck pain, nausea, shortness of breath, dizziness and sweating,

Exclusion Criteria

s Subjects will be excluded based on thejr inability to participate due their lack of physical and or mental capacity to assist
EMS personnel with EKG acquisition.

°  Subjects will be excluded based on the presentation of “life threatening™ conditions that negate the priority of EKG
acquisition and transmission

¢ Individuals under 18 years of age will be excluded from this study

C. Number of Subjects. State the number of subjects to be involved in the research (i.e. number of subjects who will receive
research intervention, or about/from whom information or specimens will be collected) both locally and nationally (if a multi-
center study).

Maximum enrollment of 1000 patients for the entire stedy year

NOTE: The number provided will be the maximum number of subjects approved fo participate in this research.



[ B SECTION V: RECRUITMENT o
NOTE: S$t 1dy information will be released to the Clinical and Translational Science Institute {CTS[} for the research study
listing. To opt out of this listing requirement you will need to gef opt-out approval from Dr. Anantha Shekhar, Ph, MD,
Director of Indiana CTSI, prior to IRB submission. For additional information or to request opt-out approval, please cont:
Patrick McGuire at (317) 278-2176 or pacmegui@iupui.edu.

A. I this research subject to HIPAA? (refer to Section II ahove)

Dd YES. Do not answer questions 1-3 below. Instead, complete the HIPAA & Recruitment Checklist,

] NO. Answer questions 1-3 below.

I. Describe how potential subjects will be initially identified (include specific source, e.g, databases, medical records,
advertisemests, newsletters, self-referral, plysician referral. from clinics, etc.):

2. Describe how potential subjects who are identified will be contacted (e.g. letter, phone call, face-to-face) and who wil
contacting them (e.g. their physician, research coordinator, nurse, etc.). Include a copy of all information (o be sharec
with or intended to be seen by potential subjects.

3. Is the investigator currently conducting competing studies? Competing studies refers to two or more stadies wl
utilize overlapping or very similar eligibility criteria.

] No.

[J Yes. Please describe the plan to ensure fair and unbiased recruitment:

NOTE: Allowing the Principal Investigator or the subject to choose one study over another is rarely acceptable. Cons
randomization procedures or exclusive enroliment in one study at a time.

i SECTION VI: STUDY PROCEDURES _ v
List all methods by which information or data about or from subjects will be obtained, including any drugs or devices to be
used on human subjeets and all procedures/interventious that are being performed that would not otherwise be performed
outside of the research study [e.g. an investigational drug, a blood draw that is taken purely for research (not treatment
purposes) or a standardized survey that is being completed solely for the purposes of this research|. Describe the frequency
and duration of the procedures.

Yate-Prirke anid Vermillion County’ mbulances through the e-911
18 an ams ofgeronary syndrome; chest p

act

The subject group.will be Timited 1o patients thiat
dispatch centefs with a chief complaint of “chest pain™
Jjaw pain, lefLarm pain, pain, nausea, shoriness of b ing, (Chest pain will be defined through the “Acu
‘Chast Paind Acuie Corbhiiry: Syndrome Protocol™ as implém sdigal Dirgctor 6T EMS: Oige the determination for
-teeatment under-the Chest Pain? Aeute Coronary Syndrame Protacol is made; the EMS provider will determine eligibility and assis:
the patient to obtain a 12 leid EKG through rfie-ufilizaiion of thenon-in Phiysioglove device, The total procedure time for
obtaining the EKG has been calculated 16 be approsinmtety 2-3 utes ‘with.full patient cooperation. After acquisition the EKG w
be transmitted en route 6 the CAH. No.changes ordeviations frani ihe existing Chest Pain/ Acute Coronary Syndrome Protocol wi
made throughout the coirse o treatinent until the. patient is evaluated by the CAH physician in the emergency department. Per
medical direction all EMS providers are instructed that they are “not to interrupt life-saving interventions and /or ever delay transpc

in order to obtain or transmit an EKG™. The primary purpose of early transmission of the EKG is {0 allow the emergency departme
physician additional time to identify the proper course of treatment and deploy the appropriate resources.

Information regarding the transmission process will be collected by utilizing the EKG Transmission survey . Advanced an
} Basic Level providers will complete the survey at audit and review 2 times over the course of the study. The survey will gather
" information regarding potential challenges and successes of the transmission process.




NOTE: Please include all surveys, instraments, survey/focus group questions, etc. that will be used for this research.

" "SECTION VIE: RiSK/BENEFIT RATIO

A.

“The benefits for the subjects of this study and tosociety as @ whole are wéll established in literature. Trar

‘experience § coordinaled fevel of service as they are trea ted by

State the potential risks - for example, physical, psychologicsal, social, legal, Toss of confidentiality or other — connected
with the proposed procedures.

Current process for the care of the “chest pain” patient does not involve a dingnos
diagnostic 3 lead cardiac monitoring to rule out arrhythmias. The primary aniicipa
treatment” based on technician error or equipment error, There is a potential. for
fear related to the new technology and the novice end user. Potential loss of onfi

s clrrenily receiie non-
- onild be dely o
néd ncreasetl anyiety o

State the potential benefits to be gained by the SUBJECT.

Benefits for the subject include early identification and deployment of resources to address the cardiac condition. E
intervention would be a key benefit for those subjects identified as having a STEMI. Patients have the potential to experience
anxiety based on ihe knowledge that the emergency department physician is viewing the EKG and can call in the cardiology t
if needed.

- State the potential benefits or information which may accrue to SCIENCE or SQCIETY, in general, as a result of this

work.
Rural counties that do not currently have Paramedics service stand to benefit the most from this technology and process,

Information from the Indiana EMS Commission and the Indiana Rural Health Association supports the need for creative soluti
for rural populations with limited EMS resources. Patient assisted EKG transmission by EMT-B and EMT-A personnel will
address one of the rural disparities for our growing population of cardiac patients,

Explain how the potential risks to subjects are reasonable in relation to anticipated benefits.

Risk
The risk for subjects is minimal. EMS technicians receive significant training regarding the time frames for acquisition (with
minutes of arrival) and transmission (within 10 minutes of patient contact). Initial field testing of the Physioglove equipmer
date has demonstrated that the EKG can be transmitted in less than one (1) minute. Due to the challenges of rural and ren
areas the laptop solutions are designed to continuously seardly for s signal sa that evesr il the transmissian is delayed no fur
efforts are required by the EMS staff. The supporting Medical | Jirectors hgve clearly’ deliricated thé fact thin patient care is nc
be delayed based on difficulties related to the EKG acquisitignond qr‘i,r‘m‘tsmi;s f
that per medical direction all EMS providers are instructed that. they are “rioty
delay transport in order to obtain or transmit an BKG”, '

Benefits N

Cardide ¢dre and interventions such as hicart catheter

‘ ’férp;itféut&i expedencing & heart attack ate extremely time se

talion of

reduce pain, vomplications.and déath. The patients w
-B providers in their-commiunities: Offering 12 lead

ir ovérall experiente witi EMS i their comin unitfes, Patier
18 "Weare trdosmitting, (s tracing to Uie Specialistso that

pain” patients to & definitive intervention and cardiae: care plan

transmiissions to rural and remotely located patients can impact tt

have the porential to expetience less anxiety as they are wid by

they cant hve things teady whed You get to fthi: hospid

SECTION VIII: PROTECTION PROCEDURES

Deseribe procedures for protectiﬁg agéinst, or minfmizing, the potential risks described in Sé&tiéﬁmVILviﬁc[ud»iI‘ig using proéed ,

that are already being performed on subjects for diagnostic, treatment, or standard purposes, when appropriate.

Risk 1 — Delay of treatment based on technology and or end user difficulties

Initial field testing of the Physioglove equipment to date has demonstrated that the EXG can be transmitted in less than on min
Extensive field testing of equipment is performed prior to patient implementation to ensure consistent optimal equipn
performance. Due to the challenges of rural and remote areas the laptop solutions are designed to continuously search for a si}



sc that even if the transmission is delayed no further efforts are required by the EMS staff. The supporting Medical Directors t
clearly delineated the fact that patient care is not to be defayed based on difficulties related fo the EKG acquisition anc
transmission. Specific language within the protoco] states that per medical direction all EMS providers are instructed that they
“not to interrupt life-saving interventions and /or ever delay transport in order to obtain or transmit an EXG". Extensive trail
and support of EMS staff including real time feedback and technology support are in place.

Risk 2 - Potential for the subjeets to experience increased anxiety or fear related to the new techuology snd the novice €
user.

Multiple training sessions and “go live” support for EMS providers including competency test outs on equipment and
transmaission. Step by step guides are placed in each ambulance for frequent review of EMS providers. EMS providers are trair
regarding scripting guidelines to reassure the patient that the equipment is providing essential real time communication with th
emergency department physician and the cardiologist as needed. All providers receive skills evaluations prior to implementatic
In addition EMS staff will receive feedback regarding process evaluations both positive and negative. Ongoing support and
encouragement is provided from the research team and the medical ditectors to reduce EMS staff anxiety and increase confide
in the new process

Risk 3- Potential for loss of confidentiality

Initial EKG completion will take place in the confines of the ambulance. The EXG will be labeled with the patient name and
DOB and transmitted across the hosptial’s secure server to the printer located in the emergency department. The printer is loca
at the physician’s desk. The only persons with access to the prmter are hospital emergency department staff, primarily the
physician. Once the physician reviews the EKG it will be placed in the secure medical records pick up box located at the nurse
station. Medicial Records will retrieve the document and scan it in fo the electronic medical record and shread the original
document. The electronic medical record is secure behind the hospital firewall and is user password protected. Medical record:
will be reviewed monthly by the investigator to abstract data. All data utilized for external reporting will be deindentified.

Explain provisions to protect privacy interests of subjects. This refers to how access to subjects will be controlled (e.g. time,
place, etc. of research procedures).

Participant privacy will be protected within the ambulance through the EMS patient privacy protocols. Medical records will be
reviewed by the primary and secondary investigators only. All pertinent data relayed to external sources will be de-identified

.. Is this a multi-center clinical trial?

B2 No. Continue to the next section.
[[] Yes. Is the PI the lead investigator?
[] No. Continue to the next section
[J Yes. Describe the plan for the management and communication of multi-site information that may be relevant to the
protection of participants {e.g. unanticipated problems, adverse events, interim analysis, modifications, etc.).

SECT ION L"( DATA SAFETY ’VION[‘TORLNG PLAN

“For all rescarch that 18 greater ‘than minimal risk, a Data Safety Monitoring Plan (DMSP) musi be developed. This is a pla
assure the research includes a system for appropriate oversight and monitoting of the conduct of the study to ensure the safet;
subjects and the validity and integrity of the data.

=

O
U
)

>

N/A. The research is minimal risk.

The DSMP is contained m the protocel. State wlhere in the protocol the description is located: o
NOTE: Ensure that all points outlined below are addressed in the description in the protocol. [f anv pomts ‘are not addres
within the protocol, they should be addressed below.

The DSMP is NOT contained in the protocol; however, this is a repository/database protocol and the primary risk is that of los
confidentiality; thus, [ do not need to complete ihis section.

The DSMP is NOT contained in the protocol. Complete the questions below.,

Whe will be responsible for the data and safety monitering? (Examples include: a DSMC or DSMB, medical mo
investigator, independent physician} Clarify if this individual or committee is indepeadent from the SpONsSor M

investigator.

What will be monitored. (Examples include: data quality, subject recrujtment, accrual, and retention, outcome and adverse ¢
data. assessment of scientific reports or therapeutic development, results of related studies that impact subject safety, procec



designed to protectvthe privacy of subjects)

C.

What are the procedures for analysis and interpretation of data, the actions to be taken upon specific events or endpa
the procedures for communication from the da¢a monitor to the IRB and site, and other reporting mechanisms?

D.

What is the frequency of mionitoring? (The appropriate frequency of data and safety monitoring will be dependent on the n.
and progress of the research; however, monitering must be performed on a regular basis (e.g, at least annually),

E.

What informution will be. feporfed to. the IRB? (Minimally, the (RB requires the* following: inférmation at the tir
‘continuing feview: 11fequeney and date(s) of onitering;-2) syummary of cumulative adverse evertss 3) assessment of ext
{aciors ientifie teports, theripéutic developments, resulls of refated studies) that impacted the v of subjects; 4) sum:
{ reseirch data confidentiality onicomes; and 5) any changes to the risk-benefit raiio,

-

r

SECTION X: PAYMENT FOR PARTICIPATION

A Will subjéé:’ié“be paid for pzirﬁcipa’tion in the study (e.g. monetary, free services, gifts, conrse crediﬁinéluiﬁﬂg extra credit)?

[d No. Proceed to next section.
"1 Yes, Complete items 1-3 below.

L. Explain the payment arrangements (e.g. amount and timing of payment and the proposed method of disbursement), includ
reimbursement of expenses. NOTE: Payments must accrue and not be contingent upon completion of the study. Howev
a small payment (bonus) for completion of the study may be approved by the IRB if it is found to not be persuasive for the
subjects fo remain in the study.

2. Justify the proposed payment arrangements described in section B, (e.g., how this proposed payment arrangement is not
considered to be coercive).

3. Explain if there will be any partial payment if the subject withdraws prior to completion of the study (e.g. prorated). Note
This payment may be paid at the end of the subject’s participation or at the end of the study.

SECTION XI: INFORMED CONSENT PROCESS.

0

O

Check ﬁéfe if tl;is'stﬁd}; will only enroll children and the parental/guard{an permis':{ibhm(éohséht) i)rocesé has élready bl
explained on the Request Form for the Inclusion of Children in Research. You do not need to compiefe section A below

A. T WILL be obtaining informed consent from all subjects.

.. When (in what timeframe)} and where (what setting) will consent take place? Indicate any waiting period betwee
informing the subject and obtaining consent. The timeframe and any waiting should ensure the prospective subjects ¢
their legally authorized representatives are provided sufficient apportunity to consider whether or not to participate in

study.

Whe will be responsible for obtaining initial and ongoing consent? (check all that apply)

M

] Principal Investigator
[J Co-Investigator
[} Other (specify):



NOTE: Individuals who will be obtaining consent must be listed on the Investi gator List,

a.  Explain how these individuals will be adequately trained to condeet the consent interview and answer
subject’s questions (check all that apply):

v ive Institutional Training Initiative (CITI) modules
dordinator Education Program (RCEP)

“oordinator Certifiéation Program (RCCP)

¢ raining from stidy personnel

Attended the R
Revetved study-specifi
| Other (specify)y |

0
0
0
0

b. [Indicate in what language(s) the consent interview will be conducted.

[7] English
[T] Spanish
[[] Other (specify):

c.  Ifthe consent interview will be conducted in a language other than English, state how the interview will be
conducted (e.g. use of an interpreter): .

NOTE: Ensure that language-appropriate consent documents are submitted with this application.

3. Explain how subjects’ privaey will be protected during the consent process. This refers to how access to subjec
will be controlled (e.g. time, place, etc. of consent procedures).

4. Indicate any factors that might result in the possibility of coercion or undue influence. (check all that apply)
[J theresearch will involve students of the investigator(s)
[] the subjects will be recruited through institutions with which the PI hag a close relationship
[[] Other (please specify):

Describe steps taken to mitigate the possible coercion:

2 B. [am requesting a wiiver of the fisformed consent process (i.e. o consent document) for (check all that apply):

the entire bs'mﬂ‘y,' . :

[J recruitment only (VA requirement: please see the sample language provided in VA Waivers for Recruitn
located on the IU Human Sebjects Office website),

(J a specific minimal risk research activity or procedure that is part of the study:

For the IRB to grant a waiver of informed consent, the below criteria must be satisfied. Please provide a respons
each criterion.

1. The research involves no more than minimal risk to the subject. If you are requesting a waiver of informed consent
part of the study (e.g. recruitment or a specific minimal nsk activity or procedure), please state to wi
activity/procedure the waiver request applies and explain how this criterion is satisfied.

The patieat assisted EKG device is non-invasive. The primary risk are delay in treatment and anxiety related to new
equipment. Safety precautions are on place 0 minimize the risk. Advanced and Basic Level EMT’s will be asked to
complete surveys regarding the transmission content, Surveys will be submitted without the individuals name in orde;
protect identity. There is no identified risk to the EMT staff

(2]

Explain how the waiver will not adversely affect the rights and welfare of the subjects.

Patients will receive verbal information from the technicia at the time of the EKG. Patient may decline the EKG if
desired. EMT staff will receive information regarding the option to complete the survey. Individuals uncomfortable
submitting a survey may choose not to participate.

o
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3. Explain how the research could not be practicably carried out without the waiver.

The completion of the EKG for early transmission is a time sensative treatment the alloted time to EKG is 5 minutes.
Patients experiencing chest pain are not in a position physically, emotionally or psychologically to fully provide
informed consent.

4. Explain how, if appropriate, subjects will be informed of pertinent results at the conclusion of the study.

Patients will récieve it formation regarding the EKG results upon arrival to the emergency department. The EKG
inperpretation will bé provided by the emergency department physician. EMT staff will receive sarvey outcomes at
Audit and Revicw meetings.

5. The research is NOT FDA-regulated (i.e. THe 3 tis NOT an experiment or does NOT ivélveé die or more of
following test articles: foods or dietary supplenients:t hat béar.a nutrient content claim oy & bedlthiclaim, infant formt
food and color additives, drugs for human s, ‘medical” devices for human use, biologica ety for human
electronic products. Additionally, NONE of the following: e true:, the research 'ih\f@_[ve‘s'_uwng the test article »
one or more participants, the research is being doné i part of an:IND or IDE submission, the:data fiay be submitte
the FDA, or the data may be held for inspection by the FIJA): '

6. ONLY COMPLETE FOR RESEARCH AND DEMONSTRATION PROJECTS CONDUCTED BY

SUBJECT TO THE APPROVAL OF STATE OR LOCAL GOVERNMENT OFFICIALS. In order for the
1o apiprave a waiver of nformed consent for:a researei or demohsiration projest; conducted by or subject to the appr:
of state or tacal govemment offictals, it must NOT be FDA-regilated wnd: be designed such that it studies, evaluates
offierivise examines-one of the following {check all ihatapply): )
[] public benefit o service programs;, h

L] proceduses for obiaining benelits or services under those prograing

[ possible-changes in.or ahématives 16 thase programs or proceduressior

[ possible changes inmeihods or levels of payment for benefits of services under those programs.

I am requesting a wiiver of writien docunientation. of informed consent (i.e. a consent process will occer, but
signature will be obtained from the subject),

(] Written statement regarding the research has been attached, Statement will be provided to subjects upon their requ
Please explain:

Patients will be given a brief verbal overview of the project prior to administration of the EKG. Due to nature of the prot
and the patients level of pain/ distress related to chest pain written statements will be made available when the patient is :
to review.

For the IRB to grant a waiver of written documentation of informed consent, EITHER of the following criteria mu
be met. Please indicate which criterion is met and provide an appropriate response below.

JL ‘the subject and the research would be the consent document and the principal risk wouli
T ig from a breach of confidentiality, and the research is not FDA-regulated. Each subject
asked whether the subject sarits documentation linking the subject with the research and the subject’s wishes
goyemn, Plesséexplain:

OR

[J 2. The research presents no more than minimal risk of harm to subjects and involves no procedures for which wri
consent is normally required outside of the research context. Please explain;

I am requesting modification to the required elements for informed consent document for:

the entire study
[(] a specific minimal risk research activity or procedure that is part of the study




Check all of the required elements below that you are requesting to modify or omit from the informed consent document:

Statement that the study invotves research "] Disclosure of appropriate alternative procedw
Explanation of the purposes of the research or courses of reatment

Expected duration of subject participation Statement describing the extent to which
Description of procedures to be followed coufidentiality of records identifying subjects

Identification of any procedures that are will be rxfamtamed- .
experimental Explanation regarding any compensation
Description of any reasonably foreseeable risks Fipfplanation of available medical treatments ¥
or discomforts fo subjects 1Ty occurs

Description of benefits (to subjects or others) Contact information for questions about the

that may reasonably be expected from the research, research-related injury, or subject ri;
research [] Statement that partticipation is voluntary

0 0 gooog
O 0o O

For the IRB to grant a modification to the required elements of informed consent, the below eriteria must be satisf
Please provide 2 response to each criterion.

L. The research involves no more than minimal risk 1o the subject. If you are requesting a waiver of informed consent
part of the study (e.g. a specific minimal risk activity or procedure), please state to which activity/procedure the wa
request applies and explain how this criterion is satisfied

Z, Explain how the modification will not adversely affect the rights and welfare of the subjects,

3: Explain how the research could not be practically carried out without modification of informed consent.

4.: Explain how, if appropriate, subjects will be informed of pertinent results at the conclusion of the study:

i:or-does NOT involve one or more of

5. The research 'is NOT FDAzregulated (i The activity is NOT an-experim
' nt elaim or a health claim, infant formy

following test articles: oods-or dietary-supplements that bear nufrent-con
food and cotér additives; drugs for human use, medical-devices for histiian use, ‘biological products for human
electronic: products; . Additionally, NONE of the following ‘can Be trué: the résearch involves using the test article 1
one or more participants, the research is being done &5 parl of an IND-or IDE uhmission, the data may be submitte
the FDA, or the data may be held for inspection by the FIYA): : o

L __ SECTION XII: ADDITIONAL REVIEWS

DX N/A. This research does not require any additional institutional reviews. Proceed to next section.

A, Will this study specifically enroll cancer patients {e.g. is the study focused on cancer treatment or care or does the study inciud
control group of cancer patients) or involve cancer-related gene therapy?

[J Ne.
[J Yes. You must first obtain approval from the Scientific Review Commiltee (SRC) prior to submitting to the [RB. Please

include that approval with your IRB study submission. Please contact the SRC at (317) 274-0930 or crosre@iupui.edu for

additional information.
[ Check here if this study is a retrospective chart review involving cancer patients; SRC approval is NO' necessary,

B.  Does the study involve recombinant DNA (e.g. gene therapy)?

] Noe.
[J Yes. IBC or BHC protocol number:



C. Does the study involve radiation / radioactivity (e.g. x-rays, nuclear medical scans) in addition to what is used for standard
clinical treatment?

DNO

[ Yes. Radiation Safety approval must be obtained if radiation beyond standard of care is involved. Concurrent IRB and
radiation safety review is permissible; however, final IRB approval will not granted uatil documentation of radiation safat
approval is provided.

D. D[%]es this study involve the use of non-cancer-related gene therapy?
No.
[J Yes. Has the proposal been submitted to the Indiana CTSI Chinical Research Center {CRC) Advisory Commitiee? (NG
It is a requirement of the School of Medicine for all non-cancer related gene therapy studies to be reviewed by the CRC
Advisory Committee. Additionally, it is the CRC’s requirement that approval be granted from them prior to IRB
subniission.)
(] No. You must submit to the CRC Advisory Committee before you can submit to the [RB. Please call (317) 278-

3446 for more information.
[J Yes. Include a copy of that approval with this study submission.

.. . SECTION XiIl; FEDERAL FonDING

A. s this research funded by a federal agency (e.g. DHHS, NIH, VA, CDC, ICTSI, etc.), ot has it beer submitted to a federal age
for funding?
[C1 No. Proceed to the next section.
[<X] Yes. Please ensure copies of the entire funding proposal and DHHS-approved sample informed consent (if applicable) arc
available to the IRB..

NOTE: If this is a federally-funded study, you will be required to track the race and ethnicity of subjects enrolled. This is
reported to the IRB at the time of continuing review.

SECTION XIV: INVESTIGATIONAL TEST ARTICLES

B N/A. No investigational drugs or devices are being studied in this research.

(] This study involves a device that is exempt from the IDE requirements. Please submit the IDE Checklist or notification from t]
FDA confirming status of this device.

If you are studying an investigational drug or device, an IND or IDE may be required. Please see the IND Checklist or IDE Check
for more information.

INVESTIGATIONAL DRUGS
A. Name of Drug Sponsor;.
Name of Drug: _

Stdy Phase: [T [Jvo [On CDwm CQw Jovv [Jiv
[J AnIND is not required. Please submit the IND Checklist or notification from the FDA confirming exempt status.

[ ] AnIND is required and has been obtained for this drug. IND Number:_.

1. Provide verification of the IND mumber (choose all that apply):
[] Documentation from the FDA provided
(] IND number included in the sponsor protocol, list the page number where the IND number is located

[

Does the investigator hold the IND?

[(JNo

(] Yes. Before approval can be granted, the investigator must meet with the Office of Research Administration staff to
discuss the additional responsibilities as a sponsor of an IND. Please contact the IU Human Subjects Office at (3
274-8289 and submit documentation from them verifying this discussion has taken place.

3. Will services of the Investigational Drug Services {(IDS) be used?

{1ves



[ No. The investigator must demonstrate understanding of the handling and control of investi gational test articles by
reviewing the SOP for Investigational Test Articles. Check here (] to confirm the investigator has read the SOP
and agrees to comply with the policies and procedures outlined.

INVESTIGATIONAE DEVICES
B. Name of Device Manufacturer; ) Name of Device: |, . - ATy

The IRB iz requiréd to'determine whether ot not the device is significant risk. To help in this determination, please provide the
Sponsoss decumentation on the risk assessment and the rationale used in making the risk determination. Please provide the
investlgator 'y assessment of the device risk below: ‘

(] Nonsignificant Risk (NSR) Device. Please provide a risk assessment and rationale for this risk determination:

[ Significant Risk (SR) Device

[J An_IDE has been obtained for this device, IDE Number:

Ii.  Provide verification of the IDE number (choose all that apply):
[] Documentation from the FDA provided
[] IDE number included in the sponsor protocol, list the page number where the [DE number is located

2. Does the 1U affiliated investigator hold the [DE?
[ No
[ Yes. Befuredpproval can be granted, the investigatermust meet with:the Office of Research Administration
staff 1o’ disciiss the.additional responsibilities a5 a sponsorofan IDE, Please contact the IU Human Subjects
Office at {317)274:828% and submit documengition from them verifying this discussion has taken place.

3. The investigator must demonstrate understanding of the handling and control of investigational test articles by
reviewing the SOP for Investigational Test Articles. Check here [] to confirm the investigator has read the SOP
and agrees to comply with the policies and procedures outlined.



EKG Transmission Process Survey _,

Please answer the following questions with one rated humeric response. Provide comments are needed
in the box provided. Thank you for taking the time to complete this survey.

_» o ] T T 3 4 | 5 | Comments |

' Questions Strongly | Disagree | Neither | Agree Strongly '
oo .. |Disagree | b | Agree |
The Toughbook laptop o - R :
equipment is user friendly

' EKG transmission is useful in |
the care of chest pain patients

| The Phyioglove is simple to
Lapply o ‘
Patients are easily able to
| assist staff with the application |
| of the glove !
- EKG transmission is possible -
without disrupting patient care §
Fam confident that1 can apply |
and transmit EKG’s within the
_current protocol

Document Date: February 10, 2012
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Background

Emergency Cardiac Care in Parke and Vermillion Ceunties

Parke and Vermiilion Counties are ranked in the highest category of heart disease deaths among
individuals 35 years of age and over age group with 500-568 per 100,000 (Appendix A) (Centers for
Disease Conirol and Prevention (CDC), 2008). Vermillion County has one primary ambulance service to
serve its population of 16,212 (Census Bureaﬁ, 2010). Parke County has one primary ambulance service
for its population of 17,339 (Census Bureau, 2010).

Vermillion County has the added challenge of being a long narrow county which makes transport
times extensive from the northern end of the county (Appendix B). The Vermillion County Ambulance
service is not a paramedic level provider. Parke County (Appendix C) does provide paramedic level
services. However, there are occasions when all paramedics are on another scene and an advanced level
provider will be required to respond.

In recognition of the challenges for cardiac patients in this area, solutions are being investigated
1o facilitate decreased delays in the treatment of these patients. One such delay occurs with the care of the
acute ST elevation Myocardial Infarction (STEMI) patient. For these patients the STEMI is not identified
until the patient arrives at the local Critical Access Hospital (CAH). By the time the patient artives at the
CAH many have been experiencing chest pain an extended transport time. The Centers for Medicare
Services set the established best practice standard for a patient to arrive in the Cardiac Catheterization
Suite within 90 minutes. Symptom-to-balloon time is a key predictor of whether or not a patient will
experience a major adverse cardiac event (MACE) within six months (Soon, Chan and Tan 2007).
Currenf best practice often will achieve a door to balloon times of less than 60 minutes. Pre-hospital

activation of the Cardiac Catheterization 'Team supported by Electrocardiograph (EKG) transmission can
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consistently produce door-to-balloon times less than 60 minutes (Bachour, et al. 2007). Dr. Michael
Lemay of Ottawa Heart Institute published support for paramedic field transmission by demonstrating
that “patients with blocked arteries that were fast-tracked to angioplasty” demonstrated a 50% reduction
in mortality (French and Koeenig, 2009). Patients with door-to-balloon times of longer than two hours
demgnstratc a 41% to 62% increased risk of mortality (Cannon, et al. 2000).

As early as 2006 the Journal for Emergency Medicine published the following “10 Reasons to

Perform a Pre-hospital EKG™;
I. Does not significantly delay transport.
2. Takes only one or two minutes to perform.
3. Quality is increasingly high.
4. Allos;vs early diagnosis of AMI
5. Can be used to identify patier;ts Jor pre-hospital Iytic therapy.
6. Allows a pre-alert fo the hospital for a STEMI patient.
7. Gives the cath lab personnel time to prepare.

8. Provides the ED with an ECG to compare to past ECGs and to the one performed on ED

arrival.
9. Improves patient outcomes.
10. Makes EMS an integral part of the chest pain team. (Slovis, 2006)

Multiple studies have shown that field transmission of EKGs can reduce door to balloon time
significantly (Feldman, et al. 2003) (Terkelsen, et al. 2002). Emergency Medical Systems (EMS) field

acquisition and transmission of EKGs has been proven (o impact door-to-balloon times by an average of
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15.4 minutes (Bachour, et al. 2007). Best practice demonstrates that acute coronary syndrome patients
will benefit directly from decreased balloon times. Early EKG transmission can reduce door to balloon
times for rural patients. The challenge of the rural ambulance services to advance provider levels of
training contimues to be an ongoing financial challenge. Union Hospital’s Richard G Lugar Center

supports the pilot of this protocol to evaluate its potential to impact early intervention for this high risk

cardiac population.

Rationale and Specific Aims

The primary purpose of this study is to evaluate the effectiveness of patient assisted 12 Lead EKG
acquisition and transmission for basic and advanced level providers in rural areas. This is a focused trial
of patient-assisted EKG transmission from the field to the nearest receiving facility for basic and
advanced level providers. The pilot study time line is one year from the receipt of IRB approval. This
protocol applieg to Parke and Vermillion County Ambulance services only. Union Hospital’s Richard G.
Lugar Center for Rural Health, Telemedicine and Innovative Technologies Department, is investigating
options for field transmission specifically in refation to door to balloon times and STEMI ﬁare. This is a
time sensitive grant funded project sponsored by the United States Department of Health and Human
Services (HHS), Health Resources and Services Administration (HRSA), Office for Advancement of
Telehealth (OAT). The project scope is limited to field transmission of EKGs for the care of the acute
coronary patient experiencing a STEML This project is budget neutrél and there are no related BLS
charges or income revenue streams. All equipment purchases will be supported through grant funds. It is
our belief that with assistance of new technology. basic and advancéd level providers can transmit the

EKG to the Critical Access Hospital (CAH) prior to a patient’s arrival at the facility. This early
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notification would allow for coordination of the cardiac cathetetization team and a paramedic service to
transport the patient from the CAH to the nearest facility with Percutaneous Coronary [ntervention {(PCI)
capabilities. In 2010 the receiving CAH treated a total of 160 chest pain patients in the Emergency
Department. Of those patients, 23 (14%) were diagnosed with acute Myocardial Infarction. 18 of those 23
patients arrived by ambulance. Implementation of a 12 Lead EKG program has the ability to impact [60.
rural cardiac patients per year. The goal of this project is to decrease door to reperfusion time to less than

90 minutes to improve cardiac outcomes and decrease mortality for rural patients.

Inclusion/Exclusion Criteria

Inclusion Criteria:
¢ The subject group will be limited to patients that activate Parke and Vermillion County
ambulances through the e-911 dispatch centers with a chief complaint of “chest pain” including
the following signs and symptoms of coronary syndrome; chest pain, Jjaw pain, left arm pain, neck

pain, nausea, shortness of breath, dizziness and sweating,

Exclusion Criteria
 Subjects will be excluded based on their inability to participate due their lack of physical and or
mental capacity to assist EMS personnel with EKG acquisition.
e Subjects will be excluded based on the presentation of “life threatening” conditions that negate

the priority of EKG transmission
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Enrollment/Randomization

The subject group will be [imited to patients that activate Parke and Vermillion County
ambulances through the e-911 dispatch centers with a chief complaint of “chest pain” including the
following sign§ and symptoms of coronary syndrome; chest pain, jaw pain, left arm pain, neck pain,
nausea, shortness of breath, dizziness and sweating. The subject group will be limited to those patients
who activate the Parke County and or Vermillion County ambulance services with a chief complaint of
“chest pain”. Chest pain will be defined through the “Acute Chest Pain/ Acute Coronary Syndrome
Protocol” (Appendix D) as implemented by the Medical Director of EMS. Subjects meeting exclusion

criteria will not participate.

Study Procedures

The subject group will be limited to patients that activate Parke and Vermillion County
ambulances through the e-911 dispatch centers with a chief complaint of “chest pain” including the
following signs and symptoms of coronary syndrome; chest pain, jaw pain, left arm pain, neck pain,
nausea, shortness of breath, dizziness and sweating. Chest pain will be defined through the “Acute Chest
Pain/ Acute Coronary Syndrome Protocol” as implemented by the Medical Director of EMS. Once the
determination for treatment under the Chest Pain/ Acute Coronary Syndrome Protocol is made, the EMS
provider will determine cligibility and assist the patient to obtain a 12 lead EKG through the utilization of
the non-invasive Physioglove device. Patients will be given a brief overview of the device as scripted
prior to the procedure. Patients will be provided with Study Information Sheets upon request. The total
procedure time for obtaiﬁing the EKG has been calculated to be approximately 2-5 minutes with full

patient cooperation. After acquisition the EKG will be transmitted en route to the CAH. No changes or
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deviations from the existing Chest Pain/ Acute Coronary Syndrome Protocol will made throughout the
* course of treatment until the patient is evaluated by the CAH physician in the emergency department. Per
medical direction all EMS providers are instructed that they are “not to interrupt life-saving interventions
and /or ever delay transport in order to obtain or transmit an EKG”. The primary purpose of early

transmission of the EKG is to allow the emergency department physician additional time to identify the

proper course of treatment and deploy the appropriate resources.

Data Coliection

Quantitative data will be collected through a retrospective review of closed patient records
including emergency medical services run sheets, CAH emergency department records and records from
the receiving PCI facility. Data points will be collected regarding the timing of the following; EMS
dispatch, scene arrival, EKG obtained, EKG transmitted, CAH arrival time, cardiac catheterization team
activation as identified by “Code STEMI™ initiation, PCI facility arrival time and overall door to balloon
times. Measurement of the components in the actual EKG transmission process will include a review of
the amount of time that it takes to trausmit the EKG via review of server logs and printer records. Clarity
of the transmitted document will be graded on a 1-10 scale verified through via a review of 10% of all
AMI patients transported. Transmission reviews will be randomized to ensure sample size. Qualitative
data will include feedback on process from EMS providers, emergency department staff, and process
improvement team members including AMI Team and Audit and Review. The data will be collected

through utilization of EKG Transmission Process standardized survey form (Appendix G).
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Results will be reported to the Emergency Medical System (EMS) commission at the completion
of the project. Updates are provided through Union Hospitals’ Acute Myocardial Infarction- Quality
Improvement Team on a monthly basis and to Audif and Review quarterly. In addition, there will be full

disclosure of challenges related to the project and specific feedback related to adherence to profocols and

patient outcomes to all entities including the EMS Commission, HRSA, OAT and the IRB,

Reporting of Adverse Events or Unanticipated Problems involving Risk to Participants or Othérs

The PT will make full report of ““adverse and or unanticipated problems” through the appropriate
internal chain of command related to the incident. Appropriate and timely communication to HRSA, OAT

and the IRB will be made in accordance with current policy.

Study Withdrawal/Discentinuation

Subjects can withdraw from the study at any point within the process of obtaining the EKG by
indicating that they would not like to participate in the procedure. This process aligns with the EMS

procedure for refusal of treatment that is currently in place,

Statistical Considerations

This is a proposed study utilizing post hoc analyses of existing documentation and only
descriptive statistical data will be collected for this study; this study does not propose any experimental
designs, manipulation of independent variable(s), or any pre- or post-test assessment of outcomes;

therefore no inferential statistical analyses are proposed.
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Privacy/Confidentiality Issues

Participant privacy will be protected within the ambulance through the EMS patient privacy
protocols. Medical records will be reviewed by the primary and secondary investigators only. All
pertinent data relayed to AMI team, Audit and Review and the EMS Commission will be de-identificd.

HIPAA compliance will be maintained in accordance with facility po!icy.

Follow-up and Record Retention

The duration of the study is one year. All de-identified patient information will be collected and
securely stored by the principle investigator for a three year period. Closed patient records will be
accessed by the principle and secondary investigators only. Patients will be identified for chart review
through by an EKG transmission server report that is generated for chest pain patients. Chart reviews will
be conducted on closed patient records by utilizing IBEX and HPF electronic medical record systems via
a secure web portal. All information utilized for the reporting of trends and outcomes will be de-

identified.
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(AppendixA)

Indiana — Heart Disease Death Rates
Total Foputation, Ages 35+, 2000 — 2008
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{Appendix D)

Chest Pain/Suspected Acute Coronary Syndrome Protocol

Adult Treatment Protocol 200.19: Chest Pain/Suspected Acute Coronary Syndrome

NOTE: This protocel applies to any patient complaining of chest discomfort or with any angina
equivalent suggesting possibility of Acute Ceronary Syndrome including; chest pain, arm or neck
pain, jaw pain, shortness of breath, nausea, sweating.

Basic:

1. Perform General Initial Medical Care (Protocol #200.00), considering ALS care.

2. Administer four (4) 81 mg chewable aspirin for patient to chew and swallow if able to maintain
airway and gag reflex is intact.

3. Acquire EKG via application of Physioglove within five minutes

4. Transmit to nearest receiving facility

5. Assist patient, family, or caregiver with the administration of the patient’s own sublingual or spray
nitroglycerin as in 9a below.

Advanced:

I. Perform General Initial Medical Care (Protocol #200.00).

2. Administer four (4) 81 mg chewable aspirin for patient to chew and swallow if able to maintain
airway and gag reflex is intact.

4. Acquire EKG via application of Physioglove within 5 minutes

5. Transmit to nearest receiving facility

6. Initiate IV with 0.9% NS TKO

7. Draw labs

8. Obtain blood glucose level

9. Place patient on a monitor

10. Assist patient, family, or caregiver with the administration of the patient’s own sublingual or spray
nirtraglycerin.

Do not interrupt life-saving interventions and/or delay transport to
obtain or transmit EKG. - '
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{Appendix E)

Procedure for Physioglove EKG Acquisition
The following procedure is proposed for EKG acquisition and transmission by advanced
and basic level providers.

1)  Login to the program

2) Click on “New Patient” button and enter patient name and date of birth

3) Inspect leads and apply conductive gel

Flgice } -« PhysioGlove comporent
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4) Assist patient to apply glove to left arm with all electrodes facing the body

6) Place the LA as high as possible under the left armpit

7) Encourage patient to lie still and breath normally during the tracing

1<
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8) Verify all leads present on the EKG monifor screen 77" Hérvmteont ess s txtccsorss 1 scran
9) Capture (2 lead using the one touch “record” button
10) Select the receiving facility from the list

11) Transmit tracing to nearest facility by selecting the print/ email option
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(Appendix F)
12 Lead EXG Acquisition and Transmission Protacol
Preamble
Rapid diagnosis of acute myocardial infarction is essential to injtiating appropriate treatment and
improving outcomes. In selected practice environments, pre-hospital EKG’s may facilitate emergency

department treatment or may facilitate primary triage to appropriate cardiac care centers.

Requirements
1) Fully trained basic and advanced leve} providers

2) Certification in 12 lead protocol by the medical director.

Indications
Adult Treatment Protocol 200.19: Chest Pain/Suspected Acute Coronary Syndrome
NOTE: This protocol applies to any patient complaining of chest discomfort or with any angina

equivalent suggesting possibility of Acute Coronary Syndrome including; chest pain, arm or neck
pain, jaw pain, shortness of breath, nausea, sweating.

Procedure

Obtain EKG as outlined in EKG Acquisition and Transmission procedure

Documentation Requirements
I. The EMS personnel inputs the patient name and date of birth on

the 12 lead ECG tracing.

7




CRIGHARD G

Richard G. Lugar Center for Rural Health

LUGARCENTER. 1433 N6th 172 St
FOB RURAL HEALTH  Tere Haute, IN 47807

A CAVISION Of LoliON HOSBITAL

2. Maintain HIPAA compliance standards for patient privacy

Edecation/Certification Requirements
1. Attend in-depth classes and lectures on signs and symptoms of acute coronary syndromes.
2. Attend in-depth classes in the operation of the physioglove and performance of 12 lead ECG,

3. Pass a written and practical examination.

Recertification Requirements

1. Review class and recertification is required every 12 months.

Quality Assarance Requirements

1. The Medical Director or designee will review all instances where this protocol is used. At a minimum,
the following will be assessed:

¢ appropriateness of implementation

e . adherence to protocol

¢ any deviation from the protocol

e corrective actions if indicated
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Questions | Strongly | Disagree | Neither
_‘VDisagree | .

@ | 5 [ Comments
Agree | Strongly |
Agree

_The Toughbook laptop
. equipment is user friendly

‘/care of chest pain patients »

-EKG transmission is useful inthe |

‘ The Phyioglove is simple to app’fyb o

“Patients are easily able to assist
1 staff with the application of the
glove

EKG transmission is possible
without disrupting patient care

“Lam confident that | can apply
and transmit EKG’s within the

current protocol

(App‘endiiib G) T
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INDIANA UNIVERSITY INSTITUTIONAL REVIEW BOARD (IRB)
HIPAA & RECRUITMENT CHECKLIST

IRB STUDY NUMBER: 1202008019

PRINCIPAL INVESTIGATOR: James A. Tumer, DO
DOCUMENT DATE: Eebruary 9. 2012

You must complete this checklist if you are 2 Covered Entity or you are involving a covered entity in your research A
protected heaith informaticn (PHD wili be. utifized, accessed, collected, or generated as part of the study. Federal priy
regulations impact how you fialy use an individual’s health information to identify, recruit and contact potential research subjt¢
Under the Health Insurance _i?ﬁdabililyi: arpdd Accoutability Act (HIPAA) recruitment is considered research and requires eithe

authornzation or a waiver of authorization,

While an authorization or waiver of authorization may not always be required by HIPAA, Indiana University policy requires that
subject be contacted by someone the patient would recognize as being involved in their care.

. Section I: Recruitment Strategics .

Please fype only in the gray boxes. To mark a box as checked: double-click the box, select “checked " and click “OK ™

Please describe how you will handle recruitment for your study:

. Describe how potential subjects will be mitially identified (include specific source, e.g. databases, medical rece

advertisements, newsletters, self-referral, physician referral, from clinics, etc.):
‘The subject group will consist of patients that activate EMS via e-911 in Parke and Vermillion Counties. Selection wil
based on coronary syndrome symptoms including;chest pain, nausea, sweating, difficulty breathing, left arm or jaw pi

2. Describe how potential subjects who are identified will be contacted (e.g. letter, phene call, face-to-face) and who wil
contacting them (e.g. their physician, research coordinator, nurse, etc.). Include a copy of all information to be shared wit
intended to be seen by potential subjects.

Patients will not be contacted for participation in this study

3. Is the investigator currently conducting competing studies? Competing studies refers to two or more studies which uti
overlapping or very similar eli gibility criteria.

3 No.

[] Yes. Please describe the plan o ensure fair and unbiased recruitment:

NOTE: Allowing the Principal Investigator or the subject to choose one study over another is rarely acceptable. Cons
randomization procedures or exclusive enrollment in one study at a time.

Please check all the recruitment strategies below that will be utilized.

Please be aware that recruitment incindes identification, review of records to determine eligibility or any contact to detern
a poteatial subject’s interest in a study.

] [. Care Provider: Recruitment will be done by the researcher who is a physician, dentist, nurse or other licer
independent practitioner who has provided care for the patient.

Neither an Authorization from the Subject nor approval to Waive Authorization from the [RB is required.

[:] 2. Authorized Delegate — Same Organization: Recruitment will be done by a researcher who did not provide care for
patient, but who will act as an authorized delegate of the treatment provider and who is part of the same Departmes
practice plan. (In the case of the Departments of Pediatrics, Surgery and Medicine, this will be limited to provi
within the same Division.) This may include the researcher’s coordinator as long as the Research Coordinator is pa
the same Division, Department or Practice Plan as the PI or co-investigator.

© Emerson Strategic Group, Inc. Confidential - For Yntemnal 1U Use & Reference On ly P
B Form 0901 2610



The researcher must obtain approval from the treatment provider to act as a representative contacting the poter
subject. For example: “I am a collcague of Dr. “X”, or I work for Dr. X who gave me permission to contact
regarding....” However, the IRB will judge the approprigteness of this approach on a case-by-case basis.

Neither an Authorization from the Subject nor approval to Waive Authorization from the IRB is required,

provider and is not part of
neiit provider, then contact must be made as follows: (NO
+of the treatment provider’s Division, Department or prac

(] The treatment provider will direct the prospective subject to contact the researcher.
Neither an Authorization from the Subject nor approval to Waive Authorization from the IRB is required.

[} The treatment provider will obtain an authorization from the potential subject to release the subject’s demograj
and/or health information to the researcher,

Submit an Authorization for recruitment for [RB Approval.

X Neither of the previous options applies to this study. A waiver of authorization will be required, but will onl
allowed in limited circumstances where the appropriate justification is provided to the IRB.

Complete the Waiver of Authorization Section on tlis Checklist,

1 4. Self Referral — A subject responds to an ad, online listing, or media relations effort for a specific study, or places a ¢
call regarding research studies in general,

c'initial sereening, you may gather wifitial i riation necessary to determine whether
tther: screening and/or enrollpiént. For ‘instance, obtaining the individual’s cor
wo-or three major inclusion/exeliision ¢ritéria would: be acceptable. Covering the er
Lifornied Consent.o di-exhuustive list of inclusion/exclusii}nicxitér'iii'idd&@j.@t constitati 5. ‘basic” initial screenir

Neither an Authorization from the Subject nor approval to Waive Authorization from the IRB is required.

[ If you need to gather additional detail about an individual’s health to determine the individual’s eligibility
authorization or waiver of authorization is required. Please aote that a telephone script must be submitted unfes
authorization will be obtained.

Submit an Awthorization for recruitment for IRB Approval or Complete the Waiver of Authorization Sectior
this Checklist.

[J If you wish to add an individual's information to an IRB-approved recruitment database for future research
authorization or waiver of authorization is required. (See database questions below.)

Submit an Authorization for recruitment for IRB Approval or Complete the Waiver of Authorization Sectior
this Checklist,

[J If you wish to refer the individual to another research area/department, you must give the potential subject
researchet’s contact information*; '

Neither an Authorization from the Subject nor approval to Waive Authorization from the IRB is required.

(1 Recruitment practices that were approved prior to April 14, 2003, which do not fall into any of the above li
categories,

Complete the Waiver of Authorization Section on this Checklist.

¥ This does not prokibit or interfere with the ability 1o refer patients for treatment purposes to other providers,

[ ~_Section II: Recruitthent Databases "

Instructions: This section applies to databases that are developed and/or used exclusively for research or recruitment purposes
not for patient care. Select from the Recruitment Strategies ABOVE for recruitment strategies involving clinical databases (
A ‘j,\physician patient databases, CareWeb, Regenstrief, etc.).

© Emérson Stralegic Group, Inc. Cenfidential - For Internal IU Use & Reference Only
IRB Form vO172010
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QOutline for Discussion

1. Introduction:
My name is Stephanie Freeman RN, BSN, CEN. I am currently in the final semester of
my Master’s in nursing Education (MSN) through Anderson University in Anderson
Indiana. Iam working on my capstone project which is policy and leadership. 1 earned
my BSN from Ball State University in 1988. I have been working in the Emergency
Department for the past 16 years, and teaching cardiology, neurology, diabetes and
endocrine at Ivy Tech Community College for 2 years.

2. Objective: ‘
To request approval of an expanded role of the Emergency Medical Technicians by
including blood glucose monitoring in their scope of practice.
This is initially being requested as a non-rule policy for a trial in the Noblesville/
Hamilton county area, under the support and medical direction of Dr. Tim Root (see
letter), Chief of Noblesville EMS James Macky (see letter) and EMS Education
Coordinator of Riverview Health Stephen Freeman AS, EMT-P.
The proposed trial time is 6 months.

3. Have we been asking the wrong question?
Why should EMT’s do glucometers? They “can’t do anything about it anyway”.

The type 2 diabetic epidemic is upon us and estimated to get worse. Maybe the
more appropriate question is: ‘

“Why do EMT’s need be utilized along with paramedics to obtain baseline blood
glucose readings, and to identify hyperglycemic emergencies, and screenings for “at-
risk, person illI”?

EMS screening of at-risk patients the community and early detection of the 35% of the
population that is undiagnosed or pre-diabetic, can contribute to the overall health of the
community. Recognition of hyperglycemic emergencies can prevent death to elderly
patients that do not recognize the symptoms and present with vague symptoms.

4. Scenarios:

#1: Dispatch calls you for “person ill”. Your BLS crew arrives to find a 52
year old female, weak and “just doesn’t feel good”, but she doesn’t think she is sick enough to
go to the hospital. The only other complaint is a headache and the patient says she is “kind of
thirsty”. The EMT doesn’t recognize any obvious problem, the patient denies known history of
diabetes and her symptoms are vague. The patient refuses transport and decides to stay home.
Two weeks later, EMS is called to the same residence, this time found unresponsive by her
daughter who hasn’t heard from her in 3 days. She has been lying on the floor for at least 3 days,
is suspected of having a possible CVA, will have rhabdomyolosis, renal failure and a poor



prognosis or death. (Based on true events as seen in the ER).

#2: The BLS crew responds to the same situation as described above. The EMT obtains vital
signs including a glucose check which reveals an elevated blood sugar of >500. The EMT
has been educated on clinical presentation of Hyperglycemic- Hyperosmolar Non-ketotic
Syndrome (HHS) typically seen in type 2 diabetes, and is suspicious that this could be
more serious than what the patient believes. HHS is associated with a mortality rate of
>11% in tvpe 2 diabetes and can be unrecognized for 10 years, having slow vague
onset of symptoms. The EMT makes a sound judgment to inform the patient or family
that she may have a serious condition involving high blood sugar and encoutages
transport for emergency medical care. OQutcome and prognosis is improved because of
EMT education, assessment and the right tools.

Which scenario demonstrates better practice for the community? The public looks to us for
guidance. If we have the opportunity and knowledge to deliver the best patient care possible,
shouldn’t we? Early detection= earlier treatment= improved outcomes.

EMS can affect that 10 year “window of opportunity”

4. Why should EMS be concerned? This is the future for the EMS patient. Diabetes is not
going away and it will get worse, with more calls, sicker patients and more
emergencies. .

The American Diabetes reports:

e There are 7 million people undiagnosed with diabetes (3%), (Burden of Diabetes in
Indiana, 2011).

e 79 million people have pre-diabetes (35% of the US population), (Burden of Diabetes in
Indiana, 2011). Total percentage = 38% either undiagnosed or at risk pre-diabetic in

. Indiana.

e Mortality rates for diabetes are 7 times higher than the general population (11%)

e In 2004, heart disease was noted on 68% of diabetes death certificates

e In2005-2008, 67% of diabetic patients also had hypertension

e Diabetes is the leading cause of blindness

e Diabetes is the leading cause of kidney disease

e 60-70% of people with diabetes have neuropathy }

e More than 60% of non-traumatic amputations are related to diabetes

e Diabetes is an expensive disease to manage (Dall, 2010). A recent study estimated the
costs of diabetes care is $245 billion in 2012, higher than the previously estimate of $174
billion in 2007. This represents a 41% increase over a five year period. The cost of
caring for a diabetic patient 1s 2.3 times highér than a non-diabetic patient (Statistics




about Diabetes, 2014), and represents a burden of $700 annually for each American
(Dall, 2010).

5. What positive impact would this change have?

The EMS system could have significant impact on community screening and facilitating
education through referral and support programs. Benefits of educating EMT’s to perform
glucose monitoring include:

1) More glucose screenings will prevent or decrease the overall prevalance of diabetes in the
communify, whichwill lead to decreased costs of care for diabetic patients. This may be
known as the “fifth” vital sign, obtained in the SAMPLE history and assessment along
with blood pressure and pulse. Blood glucose can be checked for a diabetic call, but
EMS is the first healthcare contact, usually in the patient’s home, that gives them the
unique opportunity to screen at-risk patients.

2) The ability to establish a baseline blood glucose reading before admistering oral glucose & for
accurate documentation and insurance reimbursement.

3) The ability to rule-out low blood glucose as a cause for altered level of consciousness
(seizures or CVA) in emergent situations.

4) in the event of a busy ALS crew performing ALS skills, they would have the capabililty to
assist the medic by performing a glucose check,

5) It would be in the best interest of EMS if they were actively involved in a pro-active,
preventative process. The undiagnosed and untreated diabetic patients in their district
will get sicker, they will call more frequently and will have more comorbidities and
complications when they do call.

6) Better morale and pride knowing they have the power to make a difference if they detect
diabetes early, that patient will have the opportunity to make changes that will keep them
healthier longer and possibly prevent complications. Making a difference is why we do
the job!

6. How can this be implemented?

Preposed Policy Statement:

The EMT will perform a blood glucose on a patient when hypoglycemia, suspected
hyperglycemia ( for detection of HHS or DKA), or as a screening for patients that are at-risk for
undiagnosed Type 2 diabetes.

It is important that the first responding units to a scene have the ability to distinguish the
potential possibility of a diabetic problem existing with their patient. Not only are we concerned
about the possibility of a hypoglycemic episode, but a life-threatening hyperglycemic episode
such as Hyperglycemic-Hyperosmolar Non-ketotic Syndrome (HHNS/ HHS) or Diabetic




Ketoacidosis (DKA). It is essential that the emergency responders be able to evaluate the
medical condition of their patient in order to administer the most appropriate care.

The EMT should be educated and trained on the signs and symptoms of all three possibilities,
but most importantly the difference in symptoms of hypo and hyperglycemia. The patient may
be exhibiting signs and symptoms of a vague illness with general malaise, but a blood glucose
check could reveal the early onset HHNS or DKA. An elevated glucose reading in a patient
with undiagnosed diabetes translates to informing the patient that he needs further testing and
offering that patient the opportunity to obtain early treatment and avoid life altering
complications. Early identification is key to early intervention. Elevated blood glucose results
can persuade, a patient to go to the emergency department for further evaluation and possibly
life-saving treatment. On the reverse side, with a low blood glucose reading, the EMT could
administer oral glucose bringing the patient up to a more homeostatic acceptable level.

Also with the administration of a baseline blood glucose test, the EMT may be able to
distinguish between the signs and symptoms of a diabetic episode or that of a possible stroke or
altered mental status. The establishment of base line readings with the patient is vital and need
to be obtained early in order for treatment to be determined and further evaluated. Untreated
HHNS, can result in severe dehydration, possible seizures, coma and eventually death.

Scope:
The blood glucose test may be performed by the Emergency Medical Technician , included when

vital signs are obtained in the SAMPLE history and assessment. Any EMT properly trained in
the procedure, operating in the Riverview EMS trial study may perform the blood glucose check.

Definitions:

Hyperglycemia is defined by the American Diabetes Association and CDC as a
Fasting glucose of >126
Random glucose of >200
2 hour post meal >200

Hypoglycemia is defined as glucose <70

Symptoms of hypoglycemia:
Shaking or trembling
Tachycardia
Tingling
Diaphoresis
Cool,Pale skin
Confusion / dizziness / decreased level of consciousness / hallucinations
Hunger
Mood changes- combative, crying
Headache / blurred vision




Symptoms of hyperglycemia:
Hyperglycemic-Hyperosmeolar Syndrome ( HHS).
- More common in Type 2 diabetes
Polyuria ( frequent urination)
Polydipsia ( thirst)
Polyphagia (hunger)
Hot, dry skin
Weakness
Signs of dehydration
Altered level of consciousness ( seizures, lethargic)
May or may Not have any history diabetes (Hinkle, 2014)

Diabetic Ketoacidosis (DKA) —
more common in Type 1 diabetics (insulin dependent) may also have:
Fruity breath ( due to acidosis)
Abdominal pain
Nausea / vomiting
Marked fatigue
Irregular breathing ( Kussmaul’s Respirations- very deep, not labored, breaths)

(Hinkle, 2014)

Action Steps:
1. During the SAMPLE assessment, the EMT will determine if the patient has a hisotry

of diabetes or displays signs of hyper or hypoglycemia. The EMT should also be
observant for diabetes identification bracelets, or medications present.

2. The EMT will obtain a blood glucose reading
3. If any of the above symptoms or multiple combinations of symptoms exist, the
patient’s blood glucose MUST be checked! After a glucose reading has been obtained,
the EMT will consider the following guidelines.

If glucose under 60:

e consider oral glucose. Patient must be conscious and able to swallow.
e consider notification of ALS unit

If glucose over 70 but under 200:

e recommend patient seek further medical evaluation
e ALERT information given to patient with referral information




If glucose over 200:

e recommend patient be transported for further medical evaluation
e consider notification of ALS unit
e ALERT information given to patient with referral information

Notification of ALS unit is influenced by availability of unit, estimated time lapse for
ALS to arrive, transport time to hospital, and general overall presentation of

patient.

7. Data: :
Data included on the run report is meant to be quick & simple for EMT’s and Paramedics.

There are 5 risk factors to check, along with age, gender and brochure information.
NOTE: THE PRIORITY FOR EMS IS THE NATURE OF THE EMERGENCY AT

HAND.

Run Report Trial Data for EMT / Paramedic Glucometers

Date High Alert  Additional Information/ notes {transported, ALS called, Patient
Brochure and reaction)
information
for follow—up
Patient Age
Gender

Blood Glucose
Reading ‘
Risk Factors
Obesity
Hypertension
Gestational DM
Family HX DM
Regular Exercise? Y/N

The EMT will complete the glucometer reading on the brochure, check the appropriate line
- regarding action taken by the EMT/ paramedic, and inform the patient of referral resources
(Riverview Health). No further action is needed from EMS.




8. Conclusion: :
After researching the diabetic epidemic, and witnessing first-hand the many DK A or
HHS emergencies that are treated in the ER, it seems that the time has come to increase
efforts for early detection of type 2 diabetes. EMS can play a pro-active role in early
detection. Their only role should not be to treat hypoglycemia, but provide a valuable
service to the community through screening of at-risk patients and recognition of
hyperglycemic patients. Glucometers and test strips are already on most of the
ambulances and apparatus, it would not be a stretch to include EMT’s performing glucose
checks.
Additional notes:
e Amy Seeko, Lab coordinator at Riverview is agreeable to provide training to the
EMS coordinator and chief Macky and potentially 2 other supervisors.
¢ Tinal cost analysis and estimates are ongoing, and I should have additional
information on June 20®, during the meeting.
e Riverview Health Diabetes Education Center is extremely supportive after talking
with them. They provided contact information for patient follow up.
e Feasible cost follow up: Direct access lab services offers an Alc for $15 to obtain
a more accurate glucose. If this reading is >7, the patient should seek medical
attention for early treatment which can prevent complications and early death
from diabetes.

Thank you for considering
Sincerely,
Stephanie



29 May, 2014

State of Indiana EMS Commission

RE: EMT Glucometer Checks

Dear Members,

As the Medical Director for the Riverview Health EMS System that operates in Hamilton County,
I'would be in support of the implementation of Glucometer testing for our state certified
Emergency Medical Technicians. | feel that this new scope of practice would help the
healthcare system by: 1) delivering the most appropriate medical care at the earliest onset of a
crisis, 2) helping diagnose at-risk potential diabetics before they transform into a chronically
debilitated situation.

The possibilities associated with blood giucose checks delivering early detection screenings via
EMS is a step in the right direction. Diabetes will soon become a disease process that will have
an overwhelming effect on the healthcare system. A pre-diabetes screening that enables any
individual to obtain medical treatment earlier, avoiding prolonged complications, and taxing
the healthcare system is a good thing.

The availability to treat diabetic hypoglycemic episodes at home without the added expenses of
ALS interventions, again is a savings to the industry.

I would be in full support of allowing a pilot test program under my medical direction through
the EMS system at Riverview Health in Hamilton County, Indiana. | understand that this process
is in its infancy, but none-the-less, one that should be implemented.

If you should have any questions or concerns, or need further support, please feel free to
contact me at Riverview Health Emergency Department (317) 776-7250.

Respectfully,

Timothy Root, MD

Riverview Health EMS Medical Director

Riverview Hospital | 395 Westfield Road | Noblesville, IN 46060 | Phone 317-773-0760 | www. riverview.org



Noblesville Fire Department

May 29, 2014
RE: Blood Glucose Test Site
To: The Indiana State EMS Commission

Dear members,

The Noblesville Fire Department has been approached by our sponsoring hospital, Riverview Hospital to
participate in a pilot program 1o study the feasibility of EMT's performing blood glucose checks in the
field. 1 do believe there may be benefit to the patients we serve in our community and throughout the
State of Indiana by having this capability. The Noblesville Fire Department is glad to partnership with
Riverview Hospital on such a project and will provide the use of our equipment and personnel to help
facilitate the venture.

Professionally,

James Macky

Division Chief of Emergency Medical Services

City of Noblesville 0:317.770.1419 ext 2
Fire Department C: 317.646.3643
135 S. 9th Street F:317.770.2096

Noblesville, IN 46060

135 South 9th Street, Noblesville, IN 46060 | P: 317.776.6336 F: 317.776.6376 | cityofnoblesville.org
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James L. Greeson, Indiana State Fire Marshal
Division of Fire and Building Safety / IDHS

EMS Branch

Field Division Report

EMS Forums: Completed EMS Forums around that State and had approximately 200
personnel in attendance.

Provider report: 2 new provider organizations since last meeting.

Vehicles processed since last Commission meeting: 9

Complaints and investigation currently open: 7

Field staff are continually auditing providers and providing technical assistance to EMS
around the State.

302 West Washington Street Room E-241 Indianapolis, IN 46204 P.317.232.2222 F.317.233.0307
www.in.gov/dhs
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Emergency Medical Services
Provider Certification Report

Date :  June 17, 2014 Jupne 20,2014

In compliance with the Rules and Regulations for the operation and administration of Emergency Medical
Services, this report is respectfully submit to the Commission at the June 20, 2014 Commission
meeting, the following report of agencies who have meet the requirements for certification as Emergency
Medical Service Providers and their vehicles.

Provider Level Counts
6
Rescue Squad Organization
Basic Life Support Non-Transport 424
Ambulance Service Provider 102
EMT Basic-Advanced Organization 32
. . 21
EMT Basic-Advanced Organization non-transport
. o e 4
EMT Intermediate Organization
. . 4]
EMT Intermediate Organization non-transport
. o 187
Paramedic Organization
. o 10
Paramedic Organization non-transport
. 13
Rotorcraft Air Ambulance
. . 3
Fixed Wing Air Ambulance
Total Count: 802
New Providers Since 26-APR-14
Lakeshore EMS Paramedic Certification:

05/16/2014




Emergency Medical Services
Provider Certification Report

Date :  June 17, 2014 June 20,2014

In compliance with the Rules and Regulations for the operation and administration of Emergency Medical

Services, this report is respectfully submit to the Commission at the Jume 20, 2014 Commission
meeting, the following report of agencies who have meet the requirements for certification as Emergency
Medical Service Providers and their vehicles.

Securitas Security Services USA, Inc. Basic Certification:
05/20/2014
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NREMT - State EMS Offices - Pass/Fail Report Page 1 of 2

Pass/Fail Report

Report Date: 6/19/2014 8:07:54 AM
Report Type: Program Report (IN)
Registration Level: EMT-Paramedic / Paramedic
Course Completion Date: 6/1/2013 to 6/1/2014
Training Program: All

First Cumulative Cumulative Did Not
Program Program Attempted Failed All Eligible Complete

Attempt Pass Within Pass Within et
Name Code The Exam Pass 3 Attempts 6 Attempts 6 Attempts For Retest Within 2

Years
ﬁ‘éﬁ‘frial IN.4201 14 57%  86% 86% 0% 14% 0%
Hospital (8/14) (12/14)  (12/14)  (0/14)  (2/14) = (0/14)
Community
Health INA4063 18 78%  94% 94% 0% 6% 0%
Network (14/18) (17/18)  (17/18)  (0/18) (1/18) (0/18)
EMS
Elkhart [} (1] 0 o, 0 0
General IN-4067 18 ?111/318) (7123/;18) 2123/(;18) ?0/318) %58 /A) 18) ?0/(;18)
Hospital
Franciscan
Saint

33% 75% 79% 0% 21% 0%

Anthony IN-4079 24 (8/24) (18/24)  (19/24)  (0/24) (5/24) (0/24)

Health Crown

Point
Indiana

1ana. 100%  100% 100% 0% 0% 0%
University  IN-4062 10 (10/10) (10/10)  (10/10)  (0/10)  (0/10)  (0/10)
Health
Indiana
gre‘gff‘ty INALE) S 40%  100% 100% 0% 0% 0%
Goshen @2/5 (5/5) (5/5) (0/5) 0/5)  (0/5)
Hospital
Ivy Tech
Community - yen 1 82%  91% 91% 0% 9% 0%
College - (9/11) (10/11)  (10/11) (/1)  (1/11)  (0/11)
Madison
Ivy Tech
Community o yoo3 1 91%  100% 100% 0% 0% 0%
College (10/11) (11711 (A1/11)  (0/11)  (©/11)  (0/11)
Columbus
Ivy Tech
Community o 4160 14 3%  57% 57% 0% 43% 0%
College (6/14) (8/14) (87 14) (0/14)  (6/14)  (0/14)
Northeast
by Tech o dsol 4 50%  75% 75% 0% 25% 0%
Cgﬁgg‘emlty Q/4) (3/4 (3/4) 0/4) (1/4) 0/4)

https://www.nremt.org/nremt/State_ EMS/statePassFailCognitive Print.asp?strRegLvl=P&... 6/19/2014



NREMT - State EMS Offices - Pass/Fail Report Page 2 of 2

Richmond

Ivy Tech

Community IN-4612 13 38% 38% 38% 0% 62% 0%
College Terre (5/713) (5/13) (5/13) (0/13) (8/13) (0/13)
Haute

Ivy Tech

Community IN-4141 13 38% 54% 54% 0% 46% 0%
College- (5/713) (7/13) (7/13) (0/13) (6/13) (0/13)
Evansville

Ivy Tech

Community IN-4362 11 73% 82% 82% 0% 18% 0%
College- 8/11) (9/11) G711 (0/11) /11 ©/711)
Kokomo

Ivy Tech IN-4070 10 60% 70% 70% 0% 30% 0%
South Bend (6/10) (7/10) (7/10) (0/10) (3/10) (0/10)
Methodist IN-4072 7 86% 86% 86% 0% 14% 0%
Hospitals /7 (6/7 6/7) ©/7 (177 ©/7
Pelham IN-4668 52 73% 79% 79% 0% 21% 0%
Training (38/52) (41/52) (41/52) (0/52) (11/52) (0/52)
St Francis IN-4080 6 100%  100% 100% 0% 0% 0%
Hospital 6/6) (6/6) (6/6) 0/6) (0/6) (0/6)
St Mary 0 o o

VO a1 lome e wew e oon o
Center/Hobart

St Vincent IN-4081 11 100%  100% 100% 0% 0% 0%
Hospital (11/71H (11/11) (11/11) 0/11) ©O/11)  (©/11)
Vincennes IN-4153 15 60% 73% 73% 0% 27% 0%
University (9/15) (11/15) (11/15) (0/15) (4/15) (0/15)
Wishard

Health IN-4083 26 92% 100% 100% 0% 0% 0%
Services (24/26) (26/26) (26/26) (0/26) (0/26) (0/26)

Attempted the exam: Number of graduates that make at least one attempt at the exam.

First attempt pass: Number and percent of those who attempt the exam that pass on the first attempt.
Cumulative pass within 3 attempts: Number and percent of those who attempt the exam who pass on the
first, second, or third attempt.

Cumulative pass within 6 attempts: Number and percent of those who attempt the exam who pass on the
first, second, third, fourth, fifth, or sixth attempt.

Failed all 6 attempts: Number and percent of those who fail the exam six times.

Eligible for retest: Number and percent of those who failed their last attempt, but remain eligible for retest
(less than six attempts, less than two years from course completion.)

Did not complete within 2 years: Number and percent of those who fail their last attempt and are no longer
eligible for retest (more than two years from course completion.)

https://www.nremt.org/nremt/State EMS/statePassFailCognitive Print.asp?strRegLvl=P&... 6/19/2014



NREMT - State EMS Offices - Pass/Fail Report

Pass/Fail Report

Report Date:
Report Type:
Registration Level:

6/19/2014 8:08:31 AM
Program Report (IN)

EMT-Paramedic / Paramedic

Course Completion Date: 6/1/2012 to 6/1/2014

Training Program:

Program

Name Code

Adams
Memorial
Hospital
Community
Health
Network
EMS

Elkhart
General
Hospital
Franciscan
Saint
Anthony
Health Crown
Point

Franciscan St
Elizabeth
Health

Hendricks
Regional
Health
Indiana
University
Health

Indiana
University
Health
Goshen
Hospital

Ivy Tech
Bloomington

IN-4201

IN-4063

IN-4067

IN-4079

IN-4068

IN-4380

IN-4062

IN-4162

IN-4071

Ivy Tech
Community
College -
Madison

IN-4542

Ivy Tech
Community
College

IN-4073

All

Program Attempted

The Exam

23

37

44

31

13

15

11

25

First

Pass

61% 87%
(14/23) (20/23)
70% 86%
(26/37) (32/37)
59% 75%
(26/44) (33/44)
32% 71%
(10/31) (22/31)
100% 100%
(3/3) (373
92% 100%
(12/13) (13/13)
87% 93%
(13/15) (14/15)
40% 100%
(2/5) (575)
14% 29%
a/7 2/7)
82% 91%
/11 @ao/1n)
84% 100%

(21/25) (25/25)

Cumulative Cumulative
Attempt Pass Within Pass Within
3 Attempts 6 Attempts

91%
(21/23)

86%
(32/37)

82%
(36 / 44)

77%
(4/31)

100%
(3/3)

100%
(13/13)

93%
(14 /15)

100%
(5/5)

29%
2/7)

91%
(10/11)

100%
(25/25)

Failed All

0%
(0/23)

0%
(0/37)

5%
(2/44)

3%
(1/31)

0%
(0/3)

0%
(0/13)

0%
(0/15)

0%
(0/5)

0%
©/7)

0%
0/11)

0%
(0/25)

Page 1 of 3

Did Not

Eligible Complete
6 Attempts For Retest Within 2

9%
(2/23)

14%
(5/37)

14%
(6/44)

16%
(5/31)

0%
(0/3)

0%
0/ 13)

7%
(1/15)

0%
0/5)

57%
4/7

9%
(1/11)

0%
(0/25)

Years

0%
(0/23)

0%
(0/37)

0%
(0/44)

3%
(1/31)

0%
(0/3)

0%
(0/13)

0%
(0/15)

0%
(0/5)

14%
(1/7)

0%
(0/11)

0%
(0/25)

https://www.nremt.org/nremt/State EMS/statePassFailCognitive Print.asp?strRegLvl=P&... 6/19/2014
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Columbus

Ivy Tech

Community IN-41690 27 37% 48% 48% 0% 52% 0%
College (10/27) (13/27) (13/27) 0/27) (14/27) (0/27)
Northeast

Ivy Tech

Community IN-4501 4 50% 75% 75% 0% 25% 0%
College 2/4) 3/4) (374 0/4) (1/4) 0/4)
Richmond

Ivy Tech

Community IN-4612 25 36% 44% 44% 0% 56% 0%
College Terre (9/25) (11/25) (11/25) (0/25) (14/25) (0/25)
Haute

Ivy Tech ’

Community IN-4141 24 50% 63% 67% 0% 33% 0%
College- (12/24) (15/24) (16 /24) (0/24) (8/24) (0/24)
Evansville

Ivy Tech

Community IN-4362 21 67% 81% 81% 0% 19% 0%
College- (14/21) (17/21) (17/21) (0/21) (4/21) 0/21)
Kokomo

Ivy Tech IN-4070 18 50% 61% 61% 0% 39% 0%
South Bend (9/18) (11/18) (11/18) (0/18) (7/18) (0/18)
Methodist IN-4072 2] 71% 90% 90% 0% 10% 0%
Hospitals (15/21) (19/21) (19/21) (0/21) 2721 (0/21)
Pelham IN-4668 117 77% 88% 89% 1% 11% 0%
Training (90/117) (103 /117) (104/117) (1/117) (13/117) (0/117)
St Francis IN-4080 11 91% 100% 100% 0% 0% 0%
Hospital (10/11) (Q1/11) (11/11) (0/11) (0/11) (0/11)
St Mary

Medical ~ IN-4943 13 Z‘ (7)13) 2170/; 13) (717(())/; 13) ?(())/(; 13) ?f/(} 13) (125(;%)13)
Center/Hobart

St Vincent IN-4081 24 100% 100% 100% 0% 0% 0%
Hospital (24/24) (24/24) (24 / 24) (0/24) (0/24) (0/24)
Vincennes IN-4153 20 55% 70% 75% 5% 20% 0%
University (11/20) (14/20) (15720) (1/20) (4/20) (0/20)
Wishard

Health IN-4083 47 91% 98% 98% 0% 2% 0%
Services (43/47) (46/47) (46 / 47) (0/47) (1747 (0/47)

Attempted the exam: Number of graduates that make at least one attempt at the exam.

First attempt pass: Number and percent of those who attempt the exam that pass on the first attempt.
Cumulative pass within 3 attempts: Number and percent of those who attempt the exam who pass on the
first, second, or third attempt.

Cumulative pass within 6 attempts: Number and percent of those who attempt the exam who pass on the
first, second, third, fourth, fifth, or sixth attempt.

Failed all 6 attempts: Number and percent of those who fail the exam six times.

Eligible for retest: Number and percent of those who failed their last attempt, but remain eligible for retest
(less than six attempts, less than two years from course completion.)

https://www.nremt.org/nremt/State_EMS/statePassFailCognitive Print. asp?strReglvl=P&... 6/19/2014
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Pass/Fail Report
Report Date:
Report Type:

Registration Level:

Training Program:

Program Program Attempted
The Exam

Name Code

Adams
Memorial IN-4201
Hospital

Alliance EMS IN-5293

Ball Memorial
Hospital

Deaconess
Hospital

IN-4369

IN-4516

Dearborn

County IN-4065
Hospital

Harrison

County IN-4336
Hospital EMS

Indiana
University
Health Goshen
Hospital

Ivy Tech
Community
College IN-
Northeast

Ivy Tech South
Bend

Jennings
County
Training
Institution
Margaret Mary
Community  IN-4084
Hospital
Memorial
Hospital
Memorial
Hospital/Jasper

IN-4162

4169

IN-4070

IN-5281

IN-4157

IN-5271

North Webster

https://www.nremt.org/nremt/State EMS/statePassFailCognitive Print.asp?strRegLvI=T&...

6/19/2014 8:04:11 AM
Program Report (IN)
Advanced EMT (AEMT)
Course Completion Date: 6/1/2013 to 6/1/2014

All

20

40

First Cumulative Cumulative
Attempt Pass Within Pass Within
3 Attempts 6 Attempts

Pass

83%
(5/6)

67%
(4/6)
38%
(6/16)
67%
4/6)

71%
/7

89%
8/9)

33%
(3/9)

100%
(1/1)

50%

(10/20) (13 /20)

67%  100%
2/3) (3/3)
50%  50%
(1/2) (1/2)
58%  63%

(23 /40) (25 / 40)
33%  50%
2/6) (3/6)

83%
(5/6)

67%
4/6)
44%
(7/16)

100%
(6/6)

71%
/7

89%
(8/9)

44%
4/9)

100%
(1/1)

65%

83%
(5/6)

67%
(4/6)
44%
(7/16)
100%
(6/6)

1%
(/7

89%
(8/9)

44%
(4/9)

100%
(1/1)

65%
(13 /20)

100%
(3/3)

50%
(1/2)

65%
(26 / 40)

50%
(3/6)

Failed All

0%
0/ 6)
0%
(0/6)
0%
(0/16)
0%
0/ 6)
0%
©/7)

0%
0/9)

0%
0/9)

0%
/1)

0%
(0/20)

0%
0/3)

0%
0/2)
0%
0/ 40)
0%
(0/6)

Page 1 of 2

Did Not

Eligible Complete
6 Attempts For Retest Within 2

17%
(1/6)

33%
2/6)
56%
(9/16)
0%
(0/6)

29%
2/7)

11%
(1/9)

56%
(5/9)

0%
0/1)

35%
(7/20)

0%
(0/3)

50%
(1/2)

35%
(14 / 40)
50%
(3/6)

Years

0%
(0/6)
0%
0/6)
0%
(0/16)
0%
(0/6)
0%
©0/7)

0%
0/9)

0%
(0/9)

0%
0/1)

0%
(0/20)

0%
(0/3)

0%
0/2)
0%
(0/40)
0%
(0/6)

6/19/2014
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Tippecanoe . . , . ) )
Township ~ IN-5311 30 THh 67% 67% 0% 33% 0%
(17/30) (20/30)  (20/30)  (0/30)  (10/30) (0/30)

EMS Ed
Parkview

- 60% 72% 74% 0% 26% 0%
Huntington IN-5269 53
Hospital EMS (32/53)(38/53)  (39/53)  (0/53) (14/53) (0/53)
Parkview
Regional IN-5296 16 63% 88% 88% 0% 13% 0%
Medical (10/16) (14/16) (14/16) (0/16) (2/16) (0/16)
Center
Pelham IN-4668 5 0% 40% 40% 0% 60% 0%
Training 0/5) (@75 (2/5) 0/5) (3/9%) 0/5)
Prompt

100%  100% 100% 0% 0% 0%

Ambulance IN-5138 1
Central (/1 @a/n (1/1) 0/1) ©0/1) O0/1)
Scott County IN-4078 5 60% 60% 60% 0% 40% 0%
EMS 3/5) (@3/5) (3/5) (0/5) (2/5) (0/5)
St Joseph's

. 50% 50% 50% 0% 50% 0%
Regional Med IN-5001 2
Ctr-Plymouth (1/2) (1/2) (1/2) 0/2) (1/2) (0/2)
Sullivan
County IN-5193 3 33% 33% 33% 0% 67% 0%
Community (1/3) (1/3) (1/3) 0/3) (2/3) 0/3)
Hospital
Terre Haute 0% 0% 0% 0% 100% 0%
Regional — IN-4152 4 ©/4) (0/4) (0/4) ©/4)  (4/4)  (0/4)
Hospital

Attempted the exam: Number of graduates that make at least one attempt at the exam.

First attempt pass: Number and percent of those who attempt the exam that pass on the first attempt.
Cumulative pass within 3 attempts: Number and percent of those who attempt the exam who pass on the
first, second, or third attempt.

Cumulative pass within 6 attempts: Number and percent of those who attempt the exam who pass on the
first, second, third, fourth, fifth, or sixth attempt.

Failed all 6 attempts: Number and percent of those who fail the exam six times.

Eligible for retest: Number and percent of those who failed their last attempt, but remain eligible for retest
(less than six attempts, less than two years from course completion.)

Did not complete within 2 years: Number and percent of those who fail their last attempt and are no longer
eligible for retest (more than two years from course completion.)

https://www.nremt.org/nremt/State. EMS/statePassFailCo gnitive_Print.asp?strRegLvl=T&... 6/19/2014
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Pass/Fail Report

Report Date:
Report Type:
Registration Level:

Training Program:

Program

Name Code

Adams
Memorial
Hospital

IN-4201

Alliance EMS IN-5293

Ball Memorial
Hospital IN-4369

Deaconess
Hospital
Dearborn
County
Hospital
Harrison
County
Hospital EMS

Indiana
University
Health Goshen
Hospital

Ivy Tech
Community  IN-4864
College

Ivy Tech
Community
College IN-
Northeast

Ivy Tech South
Bend

Jennings
County
Training
Institution
Margaret Mary
Community  IN-4084
Hospital

Memorial

Hospital

IN-4516

IN-4065

IN-4336

IN-4162

4169

IN-4070

IN-5281

IN-4157

6/19/2014 8:05:31 AM
Program Report (IN)
Advanced EMT (AEMT)
Course Completion Date: 6/1/2012 to 6/1/2014

All

Program Attempted
The Exam

22

40

First Cumulative Cumulative
Attempt Pass Within Pass Within
3 Attempts 6 Attempts

Pass

83%
(5/6)

67%
(4/6)
39%
(7/18)
67%

(4 /6)

71%
/7)

89%
(8/9)

33%
(3/9)

0%
/1)

100%
(1/1)

45%

(10/22) (14/22)

67%
@2/3)

50%
(1/2)

58%

(23 / 40) (25 / 40)

83%
(5/6)

67%
4/6)
50%
(9/18)

100%
6/6)

71%
517

89%
(8/9)

44%
4/9)

100%
(1/1)

100%
(1/1)

64%

100%
(3/3)

50%
(1/2)

63%

83%
(5/6)

67%
(4/6)
50%
(9/18)
100%
(6/6)

71%
/7

89%
(8/9)

44%
(4/9)

100%
(1/1)

100%
(1/1)

64%
(14/22)

100%
(3/3)

50%
(1/2)

65%
(26 / 40)

Failed All

0%
0/6)
0%
0/6)
0%
(0/18)
0%
0/6)
0%
©0/7)

0%
(0/9)

0%
0/9)

0%
/1)

0%
0/1)

0%
(0/22)

0%
0/3)

0%
0/2)

0%
(0/40)

Page 1 of 3

Did Not

Eligible Complete
6 Attempts For Retest Within 2

17%
(1/6)
33%
2/6)
50%
(9/18)
0%
0/6)
29%
Q77

11%
(1/9)

56%
(5/9)

0%
0/1)

0%
(/1)

36%
(8/22)

0%
(0/3)

50%
(1/2)

35%
(14 / 40)

Years

0%
0/6)
0%
0/6)
0%
(0/18)
0%
(0/6)
0%
0/7)

0%
(0/9)

0%
0/9)

0%
©7/1)

0%
/1)

0%
(0/22)

0%
0/3)

0%
(0/2)

0%
(0 / 40)

https://www.nremt.org/nremt/State_ EMS/statePassFailCognitive Print.asp?sttRegLvl=T&... 6/19/2014
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Memorial
Hospital/Jasper IN-3271
North Webster
Tippecanoe IN-5311

Township
EMS Ed

Parkview :
Huntington IN-5269
Hospital EMS
Parkview
Regional
Medical
‘Center
Pelham
Training
Prompt
Ambulance IN-5138
Central

Scott County
EMS

St Joseph's
Regional Med IN-5001
Ctr-Plymouth

St Mary

Medical IN-4943
Center/Hobart

Sullivan .
County
Community
Hospital
Switzerland
County EMS IN-4145
Inc.

IN-5296

IN-4668

IN-4078

IN-5193

Terre Haute
Regional IN-4152
Hospital

Tri County

Ambulance IN-4644

Vincennes

University IN-4153

Attempted the exam: Number of graduates that make at least one attempt at the exam.

6

30

33

10

16

10

4

33%  50%
(2/6) (3/6)

57%  67%
(17 /30) (20 /30)

60%  72%
(32/53) (38/53)

63%  88%
(10/16) (14/16)

0% 40%
0/5) (2/5)

100%  100%
(1/1) (1/1)

50%  60%
(5/10) (6/10)

50%  50%
(1/2) (1/2)

38%  44%
6/16) (7/16)

33%  33%
(1/3) (1/3)

25%  50%
Q2/8) (4/8)

0% 0%
0/4) (/4

40%  40%
4/10) (4/10)
0%  25%
©0/4) (1/4)

50%
(3/6)

67%
(20 / 30)

74%
(39/53)

88%
(14/16)

40%
2/5)

100%
(1/1)

60%
(6/10)

50%
(1/2)

44%
(7/16)

33%
(1/3)

50%
(4/8)

0%
0/ 4)
50%
(5/10)

25%
(1/4)

0%
(0/6)

0%
(0/30)

0%
(0/53)

0% -
(0/16)

0%
(0/5)

0%
/1)
0%
(0/10)

0%
0/2)

0%
(0/16)

0%
(0/3)

0%
(0/8)

0%
0/ 4)
0%
(0/10)
0%
0/ 4)

50%
(3/6)

33%
(10 / 30)

26%
(14/53)

13%
(2/16)

60%
(3/5)

0%
/1)

40%
(4/10)

50%
(1/2)

56%
(9/16)

67%
2/3)

50%
(4/8)

100%
(4/4)

50%
(5/10)

75%
(3/74)

Page 2 of 3

0%
(0/6)

0%
(0/30)

0%
(0/53)

0%
(0/16)

0%
(0/5)

0%
/1)
0%
(0/10)

0%
0/2)

0%
(0/16)

0%
(0/3)

0%
©0/8)

0%
0/ 4)
0%
0/10)
0%
©/4)

First attempt pass: Number and percent of those who attempt the exam that pass on the first attempt.
Cumulative pass within 3 attempts: Number and percent of those who attempt the exam who pass on the

first, second, or third attempt.

Cumulative pass within 6 attempts: Number and percent of those who attempt the exam who pass on the
first, second, third, fourth, fifth, or sixth attempt.
Failed all 6 attempts: Number and percent of those who fail the exam six times. .
Eligible for retest: Number and percent of those who failed their last attempt, but remain eligible for retest

https://www.nremt.org/nremt/State_EMS/statePassFailCognitive Print.asp?strReglLvl=T&... 6/19/2014
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Pass/Fail Report
Report Date: 6/17/2014 2:30:28 PM
Report Type: State Report (IN)
Registration Level: Advanced EMT (AEMT)
Course Completion Date: 1st Quarter 2012 to 2nd Quarter 2014
Training Program: All
. . » Did Not
First Cumulative Cumulative _, . ..
Attempted Attempt Pass Within Pass Within Failed All Eligible Co.m[!lete
The Exam 6 Attempts For Retest Within 2
Pass 3 Attempts 6 Attempts v
ears
293 52% 63% 64% 0% 36% 0%

(151/293) (184/293) (187/293) (0/293) (106 /293) (0 /293)

Attempted the exam: Number of graduates that make at least one attempt at the exam.

First attempt pass: Number and percent of those who attempt the exam that pass on the first
attempt.

Cumulative pass within 3 attempts: Number and percent of those who attempt the exam who
pass on the first, second, or third attempt.

Cumulative pass within 6 attempts: Number and percent of those who attempt the exam who
pass on the first, second, third, fourth, fifth, or sixth attempt.

Failed all 6 attempts: Number and percent of those who fail the exam six times.

Eligible for retest: Number and percent of those who failed their last attempt, but remain
eligible for retest (less than six attempts, less than two years from course completion.)

Did not complete within 2 years: Number and percent of those who fail their last attempt and
are no longer eligible for retest (more than two years from course completion.)

https://www.nremt.org/nremt/State EMS/statePassFailCognitive Print.asp?strRegLvl=T&... 6/17/2014



